JOURNAL THE SOUTHERN 


VOL. 54 FEBRUARY 1961 NO. 2 


GIANT CELL TUMOR OF BONE—J. Leonard Goldner and John S. Forrest.............. 121 


TREATMENT OF BITES OF NORTH AMERICAN PIT VIPERS—Po M. Ya, Tomas Guzman, 


NEONATAL SEPTICEMIA—Robert S. Moorman, Jr., and Sarah H. Sell .................. 137 

| THE INDUSTRIAL PHYSICIAN—WHERE IS HE GOING?—L. A. Pyle, Jr. ............... 142 
DISASTER MOBILIZATION—Jerrold M. 146 


In this | 


y A NEW APPROACH TO OBSTETRIC AND GYNECOLOGIC PRACTICE—J. Aiian Offen... 153 
ISSUE — CATGUT SUTURES IN CORNEAL SURGERY—Samuel D. McPherson, Jr., and Eugene V. Grace 165 
PSYCHOSOMATIC ALLERGY—George J. 169 
CASE REPORT 

PSEUDOXANTHOMA ELASTICUM ASSOCIATED WITH MITRAL VALVULAR DIS- 


EASE—Harry Yoffee and Vincent J. Derbes 


LYMPHOSARCOMA OF THE STOMACH: A REVIEW AND ANALYSIS OF TWENTY-ONE 


CLINICAL APPRAISAL OF A NEW UROGRAPHIC MEDIUM: A COMPARISON WITH 
OTHER COMMONLY USED MEDIA—Luceil B. North 


Continued on cover 2 


Fifty-Fifth Annual Meeting, November 6-9, 1961, Dallas, Texas 


| 
| | | 
| 
j 
| 
| | 
i 
| 
} 
| 
| 
| 
| 
| | 
| 
$ 
| 
| 


FEBRUARY 1961 


VOLUME 54 


NUMBER 2 


Editor 

R. H. Kampmeier, M.D. 
Managing Editor and 
Business Manager 
Robert F. Butts 


EDITORIAL BOARD 


Surgery 

William F. Rienhoff, Jr., M.D. 
Neurology 

Psychiatry 

Sullivan G. Bedell, M.D. 


Orthopedics 
Lenox D. Baker, M.D. 


Proctology 

Curtice Rosser, M.D. 
Obstetrics 
Gynecology 

Willis E. Brown, M.D. 


Pediatrics 
Preston A. McLendon, M.D. 


Urology 
Charles Rieser, M.D. 


Dermatology 
John H. Lamb, M.D. 


Pathology 
J. F. A. McManus, M.D. 


General Practice 
Stanley A. Hill, M.D. 


OFFICERS 


President 
Lee F. Turlington, M.D. 


President-Elect 
A. Clayton McCarty, M.D. 


First Vice-President 
Fount Richardson, M.D. 


Second Vice-President 
Grayson Carroll, M.D. 


Published monthly by the Southern 
Medical Association, 2601 Highland 
Avenue, Birmingham 5, Alabama. 
Annual subscription, $10.00. Single 
copies, $1.00 each. Copyright, 
Southern Medical Association, 1961. 


Entered as second-class matter at 
the Post Office at Birmingham, 
Alabama, under Act of March 3, 
1879. Acceptance for mailing at 
special rate of postage provided 
for in Section 1103, Act of Octo- 
ber 3, 1917, authorized December 
20, 1921. 


Continued from cover 1 


SPONTANEOUS VESICOINTESTINAL FISTULA—B. W. Andrews, S. F. White, 


SECONDARY MALABSORPTION SYNDROME PRODUCED BY CHRONIC 
STRONGYLOIDIASIS—Merritt O. Alcorn, Jr., and Emil Kotcher........ 193 


RESULTS OF GELFOAM TECHNIC IN STAPEDECTOMY—Miles L. Lewis, Jr.. 198 


CASE REPORT 


FATAL HYPERSENSITIVITY REACTION TO ANTITUBERCULOSIS 
MEDICATION—Michael J. Moore and Daniel Leavitt.............. 202 


TECHNICAL CONTROL OF INTRA-ABDOMINAL PRESSURE FOLLOWING 
LARGE OVARIAN CYSTECTOMIES—William H. Ferguson.............. 207 


PICTURE OF LEE F. TURLINGTON, M.D., PRESIDENT, SOUTHERN MEDICAL 


LEE F. TURLINGTON, SOUTHERN MEDICAL ASSOCIATION’S FIFTY-SIXTH 


217 

ECFMG 
TWENTY-FIVE YEARS AGO.................... 
CONSTITUTION AND 220 
RESOLUTION ON THE DEATH OF DR. EDMUND W. RUCKER, JR......... 224 
INSTRUCTIONS TO 225 


S outh Medical f ournal | 
' 
We JOURNAL OF THE SOUTHERN MEDICAL ASSOCIATION i 

+ 

: i 


VOLUME 54 SOUTHERN MEDICAL JOURNAL 1 


trouble-free 
for the 


hypertensive patient 


alseroxylon, 2 mg. 


worry-free 


2 tablets 


for the at bedtime 


physician 


Eight years of continuous use...some 600,000,000 
patient-days of effective, safe therapy with RAUWILOID 
...prove enduring patient-acceptance and physician- 
satisfaction ... without any revisions of claims, changes of 


dosage, or additional side actions encountered. 


RAUWILOID 


is an original development of 


Northridge, California 
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Rautrax-N lowers high blood pressure gently, 
gradually ... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified — cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


=|Rautrax:N’ 


Squibb Standardized | Whole fone Rauwolfia Serpentina (Raudixin) 
and B in) with Potassium Chloride 


ibb Quality—The 
Priceless Ingredient 


SQuiss 


eavoven,® wauraax, ano ARE TRADEMARKS 
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pectolin 
a smooth 
bmpatible 


2 
| 


CONTROL DIARRHEA...thre traditional and time-tested triad 


of effective and safe agents 


peasant taste plus predictable, prompt response in diarrhea 


pectolin combines paregoric, pectin, kaolin in a balanced, stable colloidal suspension,  parepectolin; each fluid ounce—Paregoric (equiv- 
a smooth, creamy consistency and a pleasant, mildly aromatic flavor. Parepectolin alent) 1.0 dram, Pectin 2.5 gt., Kaolin (specially 
mpatible with antibiotics, and retains its uniform consistency and its good flavor. purified) 85 gr. Bottles of 4 and 8 fluid ounces. 


jrofer WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 
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“crash diets’’ 
do not solve the basic patient problem: 
habitual overeating 


In the treatment of chronic obesity, ‘“‘fad diets” are not the 

answer. Your patients may suffer adverse somatic as well as psychic 
effects from alternating weight loss and gain. 

At the conclusion of a “crash-diet” program, the patient often 
falls back into familiar habits of overeating. The problem, 
therefore, remains the same. 


The process of eliminating pounds in the chronically obese 
should be gradual. To accomplish this, obviously, new patterns 
of eating must be established. 


BAMADEX tablets help the patient be satisfied on a diet which will 
cause him to lose weight. BAMADEX tablets combine two specific agents 
to overcome the habitual overeating in the chronically obese... 

the outstanding appetite suppressant, d-amphetamine, balanced with 
the tranquilizer, meprobamate. BAMADEX tablets help the recalcitrant 
patient keep within his prescribed caloric limits. It does this by 
curbing between-meal hunger, fatigue, nervousness, insomnia, and 
dizziness, which may lead to failure in diet reduction. 


hel ps them 
to help themselves 
to less! 


meprobamate with d-amphetamine sulfate Lederle TABLETS 


BAMADEX Tablets: Each coated tablet (pink) contains: d-amphetamine 

sulfate, 5 mg.; meprobamate, 400 mg. dosage: 7 tablet one-half to one hour 
before each meal. Higher dosage may be required in certain cases. 

precautions: Use with caution in patients hypersensitive to sympathomimetic 
compounds, who have coronary or cardiovascular disease, or who 

are severely hypertensive. supplied: Bottles of 100 and 1,000. 


LEDERLE LABORATORIES « A Division of AMERICAN CYANAMID COMPANY « Pearl River, New York 
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In a nation-wide clinical trial, 183 physi- 
cians have reported on the first 1000 cases 
of allergy and/or pruritus treated with 
Forhistal. In the 539 cases in which a com- 
parison was made, Forhistal was judged 
better than previous therapy in 8 out of 10 
patients. Watch your mail for more details 
of this important study, and for complete 
information about Forhistal, including dos- 
age, side effects and cautions. 


SUPPLIED: Tablets, 1 mg. (pale orange, 
scored). Lontabs, 2.5 mg. (orange). Syrup (pink), 
containing 1 mg. Forhistal maleate per 5-ml. 
teaspoon. Pediatric Drops (pink), containing 

0.5 mg. Forhistal maleate per 0.6 ml. 


FORHISTAL® maleate (dimethpyrindene maleate CIBA) 
LONTABS® (long-acting tablets CIBA) 


C 


UMMIT, NEW JERSEY 


For allergy 


For itch | 


new 


Forhistal’ 
rated better 
than previous 
therapy in 

8 cases 

out of 10 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains 
more than 5000 nephrons. It is easy to see why a 
small abscess or edema in this area may occlude 
a portion of the papilla or the collecting ducts 
and may produce a functional impairment far in 
excess of that encountered in much larger lesions 
in the cortex.” 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), high- 
lights the importance of obstruction to the 
urine flow in the pathogenesis of pyelonephritis. 
“There is good cause to support the belief that 
many, perhaps most, cases of human pyelone- 
phritis are the result of infection which reaches 
the kidney from the lower urinary tract.”3 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration @e Glomerular filtration plus tubular excretion @ Rapid antibacterial 
action @ Broad bactericidal spectrum @ Free from resistance problems @ Well tolerated—even 
after prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


@ NITROFURANS—a unique class of antimicrobials 


EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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Women of menstrual age, many growing children, blood donors, geriatric patients and con- 
valescents may need a hematinic... and all can benefit from Livitamin. 


Livitamin offers the ideal formula to restore depleted iron reserves and give nutritional 
support—an important aspect of iron deficiency. 


Iron in Livitamin is well absorbed and stored and well tolerated. B complex and other 
ingredients provide integrated nutritional support. 


And Livitamin is a boon for your taste-fussy patients who should but 
will not take a hematinic. 


hematini 


FORMULA: Each fluidounce contains: 


Wen pentenized ... Pantothenic acid. 
(equiv. in elemental iron to 71 mg.) 7 a 
Manganese citrate, soluble, N.F. ; Liver fraction 1 


Thiamine hydrochloride : Rice bran extract 
Riboflavin Inositol 
Choline 


SUPPLIED: Liquid or capsule; also available as cap- 
sules, LIVITAMIN with Intrinsic Factor. 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee NewYork KansasCity San Francisco 
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important new drug in the 
treatment of Amebiasis 


90% cures with ANAMEBA* 


Re-examinations four months 
later showed 90% of 
the patients were 
still cured. 


(From Craig and Faust, 
Clinical Parasitology) 


19% INCIDENCE: ANAMEBA SPECIFIC 
FOR AMEBIASIS 


Frye and Lampert! recently studied the 
effect of Anameba in the treatment of 
asymptomatic Endameba histolytica 
carriers. They concluded that ‘‘Results 
of treatment . . . with Anameba in a 
group of 23 carriers of E. histolytica 
were excellent. No toxic reactions or 
side effects were noted among the 49 
subjects who received the drug... 
There was no nausea, diarrhea or other 
sign of toxicity or side effects.” 


RESULTS OF POST-TREATMENT STOOL EXAM- 
INATIONS FOR E. HISTOLYTICA 
No. Positive 


No. of Patients No. of No. Positive After First Course 
Examined Controls | Before Treatment of Treatment 


123 | | | 2 


8 DAYS OF TREATMENT RESULTS 
IN 90% CURES 


A single course of treatment (1 tablet t.i.d. for 8 
days) results in improvement or complete allevia- 
tion of symptoms. Relief of symptoms of abdominal 
distress and flatulence is prompt. No toxic reactions 
or side effects occur, and no alteration in diet is 
necessary during Anameba therapy. 


Each Anameba tablet contains: Iodochlorhydroxy- 
quin 125 mg., and Bacitracin-methylene disalicylate 
5000 U.S.P. Units. Supplied: In bottles of 24 tablets. 


When you suspect amebiasis—specify ANAMEBA. 
For additional information, please write our Med- 
ical Department. 


1. Frye, W.W., and Lampert, R.: Treatment of 
Asymptomatic Endamoeba histolytica Carriers with 
a Formulation of Bacitracin- Methylene Disalicylate 
and Iodochlorhydroxyquin (Anameba). (To be pub- 
lished in Am. J. Gastroenterol., October, 1960.) 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Ill. 
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brand of phenylbutazone 


Geigy 


arthritis and allied disorders 


years of world-wide experience. ..almost 2000 
Boa reports ... have progressively entrenched 


tazolidin as the leading nonhormonal antiarthritic 


Pogo wre all forms of arthritic disorder, Butazolidin 

affords prompt symptomatic and objective improve- 
: ment without development of tolerance... without 
x danger of hypercortisonism. 
> Butazolidin®, brand of phenylbutazone, tablets of 
100 mg.; Butazolidin® alka capsules 
Butazolidin, 100 mg.; dried aluminum hydroxide ge 
100 mg.; magnesium trisilicate, 150 mg.; homatro- 
pine methylbromide, 1.25 mg. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York BU 564-61 Gap 
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double 
trouble 
of the 
g.i. tract? 


dual action 
in the 
therapeutic 
attack 


ENARAX 


A SENTRY FOR THE G.I. TRACT B.I.D. 


Proven effective for continuous relief of both physical and emotional aspects of G.!. disease — 
hypermotility, hyperacidity, and hyperemotivity. One tablet b.i.d. provides 24-hour control of 
symptoms in peptic ulcer, gastritis, gastroenteritis, colitis, functional bowel syndrome, duodenitis, 
hiatus hernia (symptomatic), irritable bowel syndrome, pylorospasm, cardiospasm, biliary tract 
dysfunctions, and dysmenorrhea. ENARAX has been successful in 92% of cases.'-? Let your G.I. 
patients profit from its dual, full-time therapeutic action. 


Dosage: One-half to one tablet twice daily — preferably in the morning and before retiring. The maintenance 
dose should be adjusted according to the therapeutic response. Use with caution in patients with prostatic 
hypertrophy and only with ophthalmological supervision in glaucoma. Supplied: In bottles of 60 black-and-white 
scored tablets. Prescription only. 


References: 1. Hock, C. W.: Am. J. Gastroenterol. 34:293 (Sept.) 1960. 2. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 
1959. 3. Data in Roerig Medical Department files. tbrand of hydroxyzine 


New York 17, N. Y. 
FOR HEMATOPOIETIC STIMULATION WHERE OCCULT BLEEDING Division, Chas. Pfizer & Co., Inc. 
IS PRESENT HEPTUNA® PLUS THE COMPLETE ANEMIA THERAPY Science for the World’s Well-Being™ 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
_ and tension calmed — 
| often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anziety and tension. 


And although amphetamine-barbiturate combina- 
tis may counteract excessive stimulation — they 
often deepen depression. 


Incontrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


lifts anxie 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


a 


ty! 


Acts swiftly- the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


wattace LABORATORIES /Cranbury, N. J. 


) 
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HOUSE CALL ECG TEST demands a lightweight, 
yet rugged and accurate instrument you 
can carry anywhere. The Sanborn ‘‘300 Visette’’ 
weighs 18 pounds complete, is little larger than 
your briefcase, performs accurately trip after trip. 

. .. In your office or laboratory, a 2-speed, 
highly versatile ECG can be one of your most 
valuable diagnostic tools. The Sanborn ‘100 
Vizo” records at 25 or 50 mm/sec., at any of 3 
sensitivities, accepts non-ECG inputs and output 
monitoring equipment. 
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‘cardiograms ? 


And in clinic or hospital use, an ECG with all 
its accessories that can be rolled effortlessly from 
place to place saves time, lets one instrument 
answer many calls. The Sanborn “100M Viso’’ 
— a mobile cabinet version of the ‘100 Viso’’ — 
provides complete mobility in a precision ECG. 

Call or write your nearby Sanborn Branch 
Office or Service Agency for complete instru- 
ment information and details of the 15-day trial 
plan and convenient time payment purchase 
arrangement. 


MEDICAL DIVISION 


SAN BORN 
175 Wyman Street 


Waltham 54, Massachusetts 


COMPANY 
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WHENEVER COUGH THERAPY 
AS INDICATED 


Dihydrocodeinone 

(Warning: May be habit-fc 

Homatropine Me 
Pyrilamine Maleate - 


ENDO LABORATORIES 
Richmond Hill 18, N 


longer = promotes expectorati flavored 
Average adult dose: One tea jal law permits ¢ 
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For demonstrably greater relief in asthma’ 


(CLEARS the bronchial tree of thick mucus and {LANES the bronchioles 


Bronkotabs is more effective because it is more 
comprehensive in treatment. First, Bronkotabs 
dilates bronchioles, combats local edema and 
provides mild sedation. 


In addition, Bronkotabs decongests, using a most 
effective expectorant (glyceryl guaiacolate)? to 
liquefy and help expel the thick, tenacious mucus 
which is the cause of much of the respiratory 
distress in chronic asthma.? Since asthma is a 
chronic allergic disease of the bronchial tree,? 
Bronkotabs also supplies a highly efficient anti- 
histamine (thenyldiamine) for prophylactic main- 
tenance. Marked and consistent relief of 
symptoms with minimum side effects can be 
expected with a dose of one tablet every 

three or four hours, not to exceed five 
times daily. 


In a recent study! of 40 patients with 
asthma, 33 patients (82.5%) reported 


Bronkotabs brought fair to good relief from 
asthmatic symptoms. Asthma relief was expressed 
by ease of expectoration of secretions, reduction of 
bronchospasm, and increased vital capacity. “The 
combination of drugs used in... [BRONKOTABS] 
... gave greater relief in these patients than the 
conventionally used tablet [ephedrine, theophyl- 
line, phenobarbital]. . .” 


BRONKOTABS DOES MORE FOR THE ASTHMATIC BECAUSE 

IT IS MORE COMPREHENSIVE IN ACTION. Each tablet con- 

tains: Theophylline 100 mg.; Ephedrine Sulfate 24 mg.; 

Phenobarbital 8 mg.; Thenyldiamine HCl 10 mg. and 

Glyceryl Guaiacolate 100 mg. 

Supplied: bottles of 100 white scored tablets. 
References: 1. Spielman, A. D.: In press. 2. Schwartz, 
E., et al.: Am. Pract. & Digest Treat. 7:585, 1956. 3. 
Ogden, H. D., and Fuchs, M.: J. Louisiana M. Soc. 


111:175, 1959. 4. Drill, W. A.: Pharmacology in Medi- 
cine, New York, McGraw-Hill Co., 1954, p. 41. 


GORGE A. © COMPANY 


Now available 
cherry flavored 


BRONKOIAB) 
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When the evidence indicates smooth muscle spasm, 


good judgment can render it “null and void” 
by a ruling in favor of c 


dependable autonomic sedation 


DONNATAL 


Capsule or tsp. 
TABLETS - CAPSULES ELIXIR EXTENTABS 
Natural belladonna alkaloids in optimat synergistic ratio, plus phenobarbital Atropine sulfate 0.0194 mg. 


(% gr.) 16.2 mg. 


AH. ROBINS CO., INC., Richmond 20, Virginia 


\ 


8 in each 

Extentab 
0.3111 mg. 
0.0582 mg. 
0.0195 mg. 

(% gr.) 48.6 mg, 


4 
In each Tablet, 
| 
: 


aintul skeletal muscle spasm 


INJECTABLE ann TABLETS Methocarbamol Robins U.S. Pat. No. 2770649 


Relaxation — obtained within minutes with Rosaxin Injectable. 

— maintained without drowsiness with Rospaxin Tablets. 
Nine published studies show: 
Beneficial results in 90% of cases of skeletal muscle spasm with RoBAxIn. 
Clinical responses to RoBaxin therapy, as reported by investigators: 


“marked” in 26 out of 33 patients, moderate in 6...’ “pronounced” in 37 out of 58 
patients, moderate in 20...° “good” in 25 out of 38 patients, moderate in 6...° 
“excellent” in 14 out of 17 patients, moderate in 2...° , significant” in 27 out of 30 
patients ...* “ gratifying” in 55 out of 60 patients ...° “effective” in 32 out of 32 
patients...” “marked” in 27 out of 46 patients, moderate in 6...* “good” in 57 out 
of 60 patients, moderate in 3.'° 


RosaxIn exhibits “great freedom from undesired side reactions,”* does not pro- 
duce “concomitant euphoria or partial anesthesia,”’® and permits patients to retain 
concentration and awareness.* 


For immediate pope of acute skeletal muscle spasm: 


Rol DT bl —each ampul containing 1.0 Gm. of methocarbamol in 
obaxin™ njecta ILE 10 ce. of sterile solution. 


For initiating therapy or maintaining relaxation induced by Rosaxin Injectable: 
Robaxin™ Tablets —0.5 Gm. (white, scored) in bottles of 50 and 500. 

Also available: When pain and spasm require concurrent analgesic and relaxant action: 
Robaxisal ° Tablets —Robaxin with Aspirin 

—and for skeletal muscle relaxation with more comprehensive analgesia: 
Robaxisal®— PH —Robaxin with Phenaphen® 


Literature available to physicians on request. 


1. Carpenter, E. B.: Southern M.J. 51:627, 1958. ~ag H. F., J.A.M.A. 167:163, 1958. 3. Hudgins, 

P.: Clin. Med. 6:2321, 1959. 4. Grisolia, A., and Thomson, J. : Clin. Orthopaedics 13 :299, 1959. = eg bit es 
Med. 90:26, 1959. 6. O’Doherty, D. S., and Shields, A.M. 167 :160, 1958. : J.A.M. 
167:168, 1958. 8. Plumb, C. S.: Journal-Lancet 78: 531, 1958. 9. Poppen, J. L., and Flanagan, M. ° TAMA. ini 2298, 
1959. 10. Schaubel, H. J.: Orthopedics 1 :274, 1959. 


_A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow’s with persistence 
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in mucopurulent 
rhinitis of U.R.L, 
sinusitis, and allergy 


one-two clear-through 
relief with 


TRYPP 


NOSE DROPS 
mucolytic enzyme-decongestant 


1. the mucolytic action of the enzyme, 
trypsin, thins and liquefies thick mucus and 
facilitates removal of crusts... This allows 
TRYPP’S 

2. superior, safer vasoconstrictor to reach 
and shrink swollen, congested membranes 
and initiate proper drainage and easy 
breathing. 


clinically proven in over 500 
infants, children and adults1.2 with upper 
respiratory infections, nasal allergies and 
exacerbations of chronic sinusitis. Virtually 
no irritation or sensitivity.1 


Each 8 cc. of TRYPP NOSE DROPS provides: 
Trypsin... 7500 Units me.) 
Phenylephrine HCE . . 0.25% (20 mg.) 
with gelatin and other excipients 
and stabilizers 


Supplied: in 8 cc. package of powder, bottle 
of liquid diluent (gives isotonic solution pH 
6.5 when mixed) and dropper. 


1. Maffia, A. J., Levbarg, M., Perillo, L. A. and 
Greenberg, W.. Arch. of Pediatrics 77: 28, 1960. 


2. Taterka, H. and Wasserman, E.: Personal corm- 
munication. 


u. Ss. Vitamin & 
CORPORATION 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N. Y. 


Mucopurulent discharge and edema 


TRYPP NOSE DROPS — mucol 


— plus vasoconstricting 


> 


TRYPP’s enzymatic action (trypsin) 
liquefies thick mucus, loosens c! 


_ TRYPP’s decongestant (phenylephrine) 
shrink swollen mucous membranes. . 
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KEEPS 
THE STOMACH 
FREE OF PAIN 


THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress pain and 
spasm, and to allay anxiety and tension 


with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 


Milpath-200 — Yellow, coated tablets of 


POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl! chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


®Miltown tanticholinergic 


® 
WALLACE LABORATORIES Cranbury,N. J. 
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a breathing spell from asthma 


~~ a rapid way to clear the airway 


increases cough effectiveness 


relieves Spasm 


Inschroni disorders associated with obstructed respiration, the dependable expectorant 
© action of Quadrinal rapidly clears the bronchial trée. Patients breathe mote easily and acute episodes of 
bronchospasm are often eliminated, Quadrinal is. tolerated; even on prolonged administration. The 


fotassiui iodide in Quadrinal provides an expectorant of time-tested effectiveness and safety. 


Bronchial asthina, chconic bronchitis, 
pilmonary fibrosis, pulmonary emphysema. 
containing ephedrine HC! (24 mg), 

phenobarbital (24 mg.), ‘Phyllicin’* (theephylline-caicium 
Salicylate) (130 mg); and potassiuur iodide (0,3 Gm.). 
new Quadrinal dosage form witli taste-appeal for all age groups: 
fruit-flavored QUADRINAL SUSPENSION (1 teaspoonful — 1/2 Quadrinal Tablet) 
“ANOLL PHARMACEUTICAL COMPANY, orance, New JERSEY 


*Quadrinal,. Phylticing 
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intestinal 


prompt 


check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: wid, 


Sulfaguanidine U.S.P. ... 
EFFECTIVE ANTIDIARRHEAL 


Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


Adults: Initially 1 or 2 tablespoons from : 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- 
ment; reduce dosage as diarrhea 
subsides. 


LABORATORIES 
New York 18, N. Y. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 


Exempt Narcotic. Available on Prescription Only. 
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ablets B.1.D. (A.M. & P.M.) © 


in premenstrual tension 


only 


treats the whole syndrome 


lt was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 


or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


569M 
BRAYTEN DUADMARY PO MD AN anooge Tennessee 


Sun, Mon. Tue. Wed. Thur. Fri. St. = 
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ptimal Asthma Relief 


from smallest dosage... 


in briefest time 


Medihaler 


automatically controlled dosage by aerosol administration 


The suspension of premicronized dry particles 
assures maximum delivery of the medication to 
the alveolar spaces where the therapeutic effect 
is exerted. The Medihaler suspension affords 5 
times the bronchodilating power of the same 
medication in solution and approximately 20 
times that of a squeeze bulb nebulizer. 


Medihaler is available with either of the two 
outstanding bronchodilating agents: 


Medihaler-IS O° dsoprotereno!) 
Medihaler-EPI® epinephrine) 


NEW! 30 ce sige vial 


22'2% more vital capacity within seconds 


 Rikeg Northridge, Colifornia 
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now Alully: 


“almost universally rapidly curative’ 


infantile eczema 


Biopsy section from skin ‘stained _ Biopsy section from skin stained with osn 
with osmic acid after treatment — acid after treatment with Desitin Ointme 
for one week with placebo base _for one week shows much unsaturated 
shows little unsaturated oil (black — black sta ) on the surface and also wit 
stain) on the surface and prac e epider is. Unsaturated oils are i 
catty within the 


DESITIN 


OINTMENT 


restores unsaturates via fatty acids of external cod liver oil 


Spoor finds! that Desitin Ointment topically Desitin plus antiallergenic therapy 

replenishes unsaturated fatty acids dermally proved. 

deficient! in many babies with infantile “@most universally rapidly curative”, 
with great improvement or clearing of 

“ the condition in all babies in from one 
to five weeks. 


eczemas. Desitin Ointment was selected be- 
cause its rich cod liver oil unsaturates 


resemble those naturally found in the skin. 
for samples of soothing, protective, healing 
Desitin Ointment and reprint, please write... 
1. Spoor, H. J.: Néw York St. J. M. 60:2863, 1960. DESITIN » 
2. Wiese, H. F., et al.: J. Nutrition 66:345, 1958. 
3. Smith, L. W., et al.: Amer. J. Med. Sc. 237:600, 1959. CHEMICAL COMPANY 
4, Nutrition Reviews 17:136, 1959. 812 Branch Avenue, Providence 4, R. I. 
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Bed of Digitalis 


from leaf.» 
Digitalis (Davies, Rose) 
Od Gram: (1% grains) Or 1 US, P. Digitalis 
They are physiologically standardized, 


with an expiration date on each package. ave 


"Being i in its completeness, 
this preparation comprises the’ 
entire therapeutic’ value of the drug. 
the physician with a safe and effective 

means of digitalizing the cardiac Patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” " 


Clinical samples and literature sent to physicians on request — 


Davies, Rose & Co, Ltd. Boston 18, Mass. 
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“be sure 

| to make up 
more 
TRICHOTINE 


solution 
for our 
examining 
room.” 


You can see for yourself the efficient detergent action of 
Trichotine solution in reducing promptly a cervical plug 
(using a saturated cotton pledget), or washing away the 
“cheesy” exudate of monilia. 


TRICHOTINE is just as effective for therapeutic irrigation by your patient at home 
The same qualities — detergency; antisepsis, healing — 
make Trichotine ideal for the treatment of cervico-vagin- 
itis and leukorrheas, alone or in conjunction with other 
antimicrobials. In the itching, burning, and foul odor of 
non-specific vaginitis and leukorrhea the action of Tri- 
chotine is immediate and gratifying to the patient. 


The more you expect of a douche, the more you will use 

Trichotine in the office and prescribe it for home irriga- 

The tion, and recommend it as well for postmenstrual and 
modern postcoital hygiene. 


detergent “SURFACE TENSION: TRICHOTINE 34 DYNES; VINEGAR 60 DYNES; TAP WATER 70 DYNES. 


““TRICHOTINE 


THE FESLER COMPANY, INC. 375 Fairfield Avenue, Stamford, Conn. 
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When it's penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


potassium phenethicillin 


Consistent dependable therapeutic response aw 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 


Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


® 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 
® 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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EFFECTIVE ANTIHISTAMINE-DECONGESTANT ACTION 


COVANAMINE 
OPENS 


PASSAGES 


COVANAMINE, a combination of TWO antihistamines and TWO decon- 
gestants, shrinks swollen turbinates, opens blocked ostia, promotes 
drainage, reestablishes patency — in the treatment of common colds, 
rhinitis, sinusitis, nasal allergies and post-nasal drip. 

Constant therapeutic levels are maintained by COVANAMINE Sustained 
Action TABLETS which meter out the active ingredients, in combination, 
at a lower dosage... resulting in minimal side effects, particularly 
less drowsiness. 


Also available as: 
COVANAMINE™ BLACK Cherry Flavored LIQUID 
COVANAMINE™ EXPECTORANT with glyceryl guaiacolate 


Each COVANAMINE Sustained Action TABLET (continuous release) contains: 
Decongestants — phenylephrine HCI, 15 mg., phenylpropanolamine HCI, 25 mg. 
Antihistamines —chlorpheniramine maleate, 4 mg., pyrilamine maleate, 25 mg. 
Dosage: Adults — 1 tablet (swallowed without chewing) morning, mid-afternoon 
and at bedtime; Children, 6 to 12 years, % tablet. Children under six years, 
COVANAMINE LIQUID. 

COVANAMINE LIQUID and COVANAMINE EXPECTORANT contain % the tablet 
formula in each 5 ml. teaspoonful. 

Decongestants—phenylephrine HCl, 3.75 mg., phenylpropanolamine HCI, 6.25 mg. 
Antihistamines—chlorpheniramine maleate, 1 mg., pyrilamine maleate, 6.25 mg. 
COVANAMINE EXPECTORANT also contains 100 mg. of glyceryl guaiacolate. 
Dosage: Adults — 2 teaspoonfuls every four hours. Children 6 to 12 years, 1 tea- 
spoonful every four hours; 1 to 6 years, 42 teaspoonful every four hours; under 
1 year, % teaspoonful every four hours. 


VANPELT AND BROWN, INC. = Richmond, Virginia 


3 
4 
as 
dar 
4 


1961 


VOLUME 54 SOUTHERN MEDICAL JOURNAL 33 


ULCEHRATIVE Corti tis 


Ulcerative Colitis is a difficult and distressing disease to treat. How- 
ever, the outlook for she patient with chronic ulcerative colitis has 
been greatly improved since the introduction of the newer sulfon- 
amides, such as Azulfidine, steroids, and antibiotics. 


® 
TREATMENT Brand of Salicylazosulfapyridine 


Azulfidine is the most widely accepted sulfonamide for the 
treatment of ulcerative colitis. Administration of Azulfidine 
produces rapid regression of the ulcerative and inflammatory 
lesions of the bowel. Remission or considerable improvement 
has occurred in 70 to 80 per cent of the patients treated. 
Azulfidine is safe for long term administration because its 
toxicity is extremely low and drug reactions are rare. 


Film available on “The Early Detection and Medical Management of Chronic Ulcer- 
ative Colitis". 16 mm in sound and color, running 31 minutes. Address requests to 
Ideal Pictures Inc., 58 E. South Water Street, Chicago, Illinois. 


’ $01 FIFTH AVENUE, NEW YORK, 17., N.Y, 


| 
Hightower, N. C. and others. Amer. J. digest. Dis. 3: 722 (Oct) 1958 
DIAGNOSIS Important cli symptoms include recurrent bloody diar- 
below normal, and E.S.R. elevated. Alterations of the rectal 
treatment. Proctosigmoidoscopy and roentgen examinat 
essential for. making a definite diagnosis. 
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Caroid and Bile Salts Tablets correct constipation physio- 
logically by aiding protein digestion, increasing the flow of 
bile into the gut, and stimulating peristalsis. Rk two tablets 
before retiring—One natural movement in the morning. 


Caroid® & Bile Salts Tablets—digestant—choleretic—laxative. i 
American Ferment Division, Breon Laboratories Inc., New York 18, N.Y. 
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CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


antibioti 
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extra-actvity..promptly attaineqye 
DECLOMYCIN Demethylchlortetracycline CLON 
tains— usually within two hours —blood leve§ns th 
more than adequate to suppress susceptibi, ac 
pathogens. These levels are attained in tissughry int 
and body fluids on daily dosages substantia omp| 
lower than those required to elicit antibioth,)_or 
activity of comparable intensity with other tetrautic ; 
cyclines. With other tetracyclines, the averagd&tnout 
effective, adult daily dose is 1 Gm. Withse p 
DECLOMYCIN Demethyichlortetracycline, it w 
only 600 mg. 


TETRACYCLINE TETRACYCLINE 3 
ACTIVITY ACTIVITY 

WITH : WITH OTHER @ 

DECLOMYCIN TETRACYCLINE 
THERAPY : THERAPY 


| 
3 
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nedyenly sustained 


aE CLOMYCIN Demethylchlortetracycline sus- 
Ens, through the entire therapeutic course, the 
bh activity levels needed to control the pri- 
in tissug ry infective process and to check the onset of 
>stantial omplicating secondary infection at the orig- 


YCLINE 
/ITY 


YCLINE 


YCIN 


_DEMETHYLCHLORTETRACYCLINE LEDERLE 


long retained 


DECLOMYCIN Demethylichlortetracycline re- 
tains significant activity levels, up to 48 hours 
after the last dose is given. At least a full, extra 
day of positive antibacterial action may thus be 
confidently expected. One capsule four times a 
day, for the average adult in the average infec- 
tion, is the same as with other tetracyclines—but 
the total dosage is lower and the duration of 
anti-infective action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


| 
antibiot|-or at another—site. This combined thera- 
ther tetr&utic action is sustained, in most instances, 
e averag the pronounced hour-to-hour, dose-to- 
’ 
Gm. Withse, peak-and-valley fluctuations in activity 
line, it els which characterize other tetracyclines. 
_ 
R TETRACYCLINES —PEAKS AND. [VALUENS 
"ECTION AGAINST PROBLEM PATHOGENS  'PROTECTION AGAINST RE 
( 


m@ higher activity/intake ratio—positive antibacterial action 
m™ sustained activity levels—protection against problem pathogens 
m@ upto two extra days’ activity—protection against recurrence 


CAPSULES, 150 mg,, bottles of 16 and 100. Dosage: Average infections— 
1 capsule four times daily. Severe infections—Initial dose of 2 capsules, 
then 1 capsule every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with calibrated, plastic 
dropper. 

Dosage: 1 to 2 drops (3 to 6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), bottles of 2 and 16 fl. oz. 


Dosage: 3 to 6 mg. per pound body weight per day—divided into 4 doses. 


PRECAUTIONS: As with other antibiotics, DECLOMYCIN may occasionally give rise 
for the to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or dermatitis. A photo- 
added measure dynamic reaction to sunlight has been observed in a few patients on DECLOMYCIN. 
of protection Although reversible by discontinuing therapy, patients should avoid exposure to 
z aaa intense sunlight. If adverse reaction or idiosyncrasy occurs,discontinue medication. 
in clinical Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as 
practice with other antibiotics. The patient should be kept under observation. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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TABLETS AND SYRUP 


upper respiratory congestion 


relieves both bronchial congestion 


eeffFectiwe because d-isoephedrine combines both nasal 
and bronchial decongestant actions'—together with the histamine blocking 
action of chlorpheniramine. 


e fast ... clears air passages in 10-20 minutes. Relieves stuffiness, 
swelling, discharge. Prevents excessive post-nasal drip and resulting night 
cough. 


esate... Laboratory studies reveal little effect on CNS or pressor 
stimulation.2 Minimal daytime drowsiness or interference with sleep. 
1. Aviado, D. M. et al: J. Pharmacol. & Exper. Therap. 122: 406-417 (Mar.) 1958. 2. Laboratory Report: Research Div., 
Chas. C. Haskell & Co., 1959. 


TABLETS AND SYRUP for adults and children . . . 
COMPOSITION: Per tablet Per 5 ml. syrup 


Chlorpheniramine maleate g. 2 mg. ARN AR-STON E 


d-Isoephedrine HCI 12.5 mg. 


DOSE: Tablets: Adults: 1 tablet 3 or 4 times daily. Syrup: Children: Laboratories, Inc. 
3-6 yrs. % tsp. t.i.d.; 6-12 yrs. 1 tsp. tid. Adults: 2 tsp. t.i.d. 


AVAILABLE: Tablets: Botfles of 100. Syrup: Pint bottles. Mt. Prospect, Illinois 
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Gerilia 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 

@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 

@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 72260 


LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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potentiating nonsteroid antirheumatics 


Cine, “superior to aspirin”? and with a “higher ‘therapeutic index’””! 


When sodium should be avoided— 


PABALATE-SODIUM FREE 


When conservative steroid therapy ts indicated— 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F.W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A.H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 
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Giant Cell Tumor of Bone: 


LEONARD GOLDNER, M.D.,+ and 


JOHN S. FORREST, M.D.,t Durham, N. C. 


This offers an excellent review of the subject of giant cell tumor. Treatment 


is illustrated by the authors’ series of cases. 


GIANT CELL TUMORs have been reported as oc- 
curring in almost all bones and in patients 
of most age groups. It is estimated that 65% 
of giant cell tumors occur in the ends of long 
bones, particularly the lower femur, proximal 
tibia and distal radius, but the flat bones, in- 
cluding the skull and patella! may be in- 
volved. The sexes are affected equally, and 
the age of occurrence varies greatly, with the 
average age occurring in the twenties. The 
diagnosis of this tumor may be difficult, and 
all lesions with giant cells in them are not to 
be classified as true giant cell tumors. Histo- 
chemical tests have revealed no dependable 
consistent findings. For these reasons statistics 
concerning age of occurrence, location, and 
type of tumor are not necessarily accurate. 


Nomenclature 


Cooper and Travers,” in 1828, were the first 
to mention tumors which probably repre- 
sented giant cell tumors. Lebert? first de- 
scribed the giant cell in 1845. Numerous 
names have been given this tumor.? Some of 
the confusion has been eliminated by ex- 
cluding the “giant cell variants” that have 
histologic similarity but which represent sepa- 
rate and distinct entities. At present, the 
tumor under discussion is commonly known 
as giant cell tum«r or osteoclastoma (British). 


*Read before the Section on Orthovedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Third Annual 
Meeting, Atlanta, Ga., Nov. 16-19, 1959. 

+From the Department of Surgery, Division, 
Duke University Medical Center, Durham, N. C. 

tCapt., USAF, MC, Fellow in Orthopaedics, Duke Ortho- 
paedic Training Pregram, Durham, N. C. 

The views presented in this paper are those of the authors 
and not of the United States Air Force. 


Etiology and Histogenesis 


The etiology is unknown. Trauma_ has 
been mentioned as a contributing factor but 
the role of trauma is questionable.*> Barrie® 
suggested that the tumor represents a chronic, 
nonsuppurative, hemorrhagic osteomyelitis. 
Mallory? thought the changes represent faulty 
repair. Bergstrand’ considered the histogene- 
sis to be a non-neoplastic process intimately 
associated with bone formation. Because of 
the similarity of the giant cell tumor and the 
bone lesions of hyperparathyroidism, Ewing* 
suggested a possible transitory disturbance of 
calcium metabolism mediated through para- 
thormone. Leventhal and Kraft® implied that 
interference with blood supply may be of 
significance. Geschichter and Copeland® ex- 
pressed the opinion that giant cell tumor re- 
sults from an abnormal hyperplasia of osteo- 
clasts preceded by a normal stage of osteo- 
clastic proliferation in enchondral bone 
formation. They believe that giant cell 
tumor can arise only in bone that is pre- 
formed in cartilage. The concensus is that 
giant cell tumor represents a true neoplasm. 


There are two views concerning the histo- 
genesis of the giant cell tumor. The contro- 
versy about histogenesis has led to differ- 
ences as to what represents a true giant cell 
tumor. One view holds that the tumor de- 
velops from nonbone-forming, undifferenti- 
ated cells of the marrow connective tissue 
which produce round and _ spindle-shaped 
stromal cells which coalesce to form the giant 
cell. Willis? pointed out that possibly the 
stromal cell potentially is able to differentiate 
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into an osteoblast or an osteoclast, and that 
either is capable of interconversion. According 
to Johnson® this interconversion may amount 
to no more than slight alteration in the nature 
and quality of the enzyme content of the cells. 
Willis,’ based on his theory of pluripotentiali- 
ty of the stromal cell, believes that Codman’s 
tumor represents a natural progression of the 
true giant cell tumor. Other investigators 
have held that the bone cyst represents a de- 
generative stage of giant cell tumor.*.1° 

The second view holds that this tumor 
arises from bone-forming cells. Two recent 
articles reported the presence of osteoid and 
bone formation in a fairly high percentage of 
cases of giant cell tumor.!!12 That osteoid is 
not present in all giant cell tumors may be 
due to the fact that the osteoid is missed on 
histologic sectioning or that certain tumors 
do not produce osteoid. The reason for this 
is not known. When this subject is considered, 
the presence or absence of fracture at the 
periphery must be mentioned. 

Investigation of the venous retention phase 
of arteriography indicates that lesions con- 
taining giant cells retain dye in direct pro- 
portion to the number of giant cells present, 
rather than in proportion to the vascularity as 
judged by the histologic examination.1* Cal- 
das has shown that the giant cell has a 
marked affinity for thorium dioxide (Thoro- 
trast) and proposed that the giant cells are 
phagocytes of reticuloendothelial origin. 

With these points in mind, it is readily 
seen why the claims of Ellis,!* who listed the 
mandible and maxilla as among the com- 
monest locations for giant cell tumor, were 
contested by Jaffe,!> who stated that giant cell 
tumor in these areas is exceedingly rare. 

Diagnosis 

The diagnosis of giant cell tumor should be 
based on the composite of symptoms and signs 
and pathologic and radiographic evidence. 
The clinical findings, in particular, have been 
emphasized by Jaffe, Lichtenstein, and Por- 
tis.1° The pathologist will make a more accur- 
ate diagnosis if he is familiar with all features 
of the case in addition to the histologic ex- 
amination. Although radiologic features are 
sufficiently typical in long bones for a sus- 
picion of diagnosis, Manderville and Howe!* 
pointed out that there is no infallible roent- 
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gen appearance of a giant cell tumor. This 
fact needs emphasis because Brailsford!® stated 
that biopsy is both unnecessary and harmful 
and thought that diagnosis should be based 
on radiographic features alone. Most clinicians 
and other investigators disagree with this 
view (Figs. 1, A-E). 

The most common roentgenographic 
changes are the expansion of cortical bone, 
often eccentrically, with sparing of the articu- 
lar cartilage and a “soap bubble” trabecular 
pattern also referred to as “ground glass ap- 
pearance.” In long bones, typically, the giant 
cell tumor shows gradual complete involve- 
ment of the epiphyseal area. The lesion may 
originate in the 

Accurate diagnosis requires biopsy. The 
dangers of infection and weakening of the 
bone by biopsy are small in comparison with 
the risk of improper diagnosis. Needle biopsy 
is possible but histologic interpretation of the 
material may not be easy. If malignant changes 
are to be ruled out, material should be ob- 
tained from all areas of the tumor. This is 
done more accurately during an open biopsy 


FIG. 1, A 


Distal femur with extensive lesion already broken through 
the cortex in several areas. Originally thought to be osteo- 
genic sarcoma and treated by roentgen therapy prior to 
biopsy. 
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FIG. 1, B 


Biopsy taken about 3 months following roentgen therapy 
showed giant cell tumor. 


than by trocar or needle biopsy. The micro- 
scopic appearance shows giant cells typically 
occurring in varying size and number. In- 
flammatory or degenerative changes often 
mask the usual stromal cell pattern of round 
or spindle cells. The stromal characteristics 
best reflect the character of the tumor, al- 


FIG. 1, C and D 


(C) Appearance of distal femur about 8 months following 
roentgen therapy. Pain had diminished, motion of knee still 
limited, nonweight-bearing. Because of improvement patient 
did not desire resection or amputation. (D) Shows the 
lesion approximately 2 years later, at which time the patient 
noted increased pain, swelling and tenderness. There is 
change in bone architecture in the central and peripheral 
portions of the tumor. 
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Biopsy at this time shows considerable change in the stroma, 
giant cells, and the histologic appearance was that of a dis- 
organized lesion resembling a malignant giant cell tumor. 
High thigh amputation was done (Case 4, Table 2). 


though the character of the giant cells may be 
helpful in ascertaining the aggressiveness of 
the tumor.!62° Stromal pleomorphism, hyper- 
chromatism, and increased cellularity reflect 
aggressiveness. In aggressive lesions, the giant 
cells are generally smaller, contain mitotic 
figures in the nucleus, but have fewer nuclei 
per cell. Murphy and Ackerman! held that 
mitotic figures in the giant cells, with associ- 
ated stromal cell changes, are the best indica- 
tions of aggressiveness. A tendency for the 
giant cell cytoplasmic border to become less 
distinct in aggressive tumors has been re- 
ported.!! Osteoid may be present in some 
tumors.1112,16 Gilmer®! has studied a variety 
of tumors by histochemical staining for acid 
and alkaline phosphatase. His results are sum- 
marized in table 1. Schajowicz and Cabrini*? 
found no strong enzymatic activity in giant 
cell tumors and stated that the only alkaline 
phosphatase activity is perivascular and that 
the giant cells, fibroblastic, and reticulohisto- 
cytic stromal cells react weakly to alkaline 
phosphatase stains after 24 hours. These au- 
thors suggest that alkaline phosphatase histo- 
chemical stains might be used to distinguish 
between the areas of hyaline change and true 
osteoid, since the latter would show phos- 
phatase activity. More work in the field of 
histochemical staining may offer much in the 
classification of these tumors. 


FIG. 1, E 
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Treatment 


The treatment for giant cell tumor prior to 
1910 was by amputation, no treatment, or 
occasionally by roentgen therapy. Pfahler?* is 
said to have treated the first giant cell tumor 
by roentgen therapy in 1906. Bloodgood’s** re- 
port in 1924, of cure following curettage and 
grafting popularized this form of treatment. 
Herendeen,” in 1931, and Ewing,* in 1939, 
advocated roentgen therapy again and _ re- 
ported cures with this form of therapy. Ap- 
plication of radium was advocated but, be- 
cause of severe osteitis and subsequent osteo- 
myelitis, was abandoned.?° Brailsford,?7 Ellis! 
and Willis? generally advocated roentgen ther- 
apy. The question of treatment is not an- 
swered today and the efficacy of radiotherapy 
has not been clearly determined. It is our 
opinion that radiotherapy should be avoided 
entirely if other adequate and reliable therapy 
is possible. The accumulated information rela- 
tive to radiotherapy is not entirely accurate 
because many persons reported as cured did 
not have biopsy prior to treatment. Of Pros- 
sor’s? 25 patients treated by roentgen therapy, 
only 10 had a histologic diagnosis. Ellis'* re- 
ported 21 cases, 9 of which were in the mandi- 
ble or maxilla, treated by roentgen therapy. 
It would be unusual if these were all giant 
cell tumors. Pfahler and Perry?’ reported 26 
patients treated by roentgen therapy, of whom 
27° were under the age of fifteen. This many 
tumors appearing before closure of the epi- 
physes and being classified as true giant cell 
tumor are certainly open to question, based 
on present day experieace. These authors 
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stated that, of their 26 cases treated, no patient 
failed to obtain improvement, though long- 
term follow-up observation was not available 
and the definition of improvement is some- 
what vague. Buschke and Cantril*® indicated 
that the previously reported surgical recur- 
rence rate of 30% following curettage was far 
higher than that in adequately treated patients 
with giant cell tumor in their group. Again, 
the 30% figure indicating a high recurrence 
rate probably indicates incomplete removal 
at the initial procedure. Dahlin and his col- 
leagues*® stated that the results in 101 cases 
reviewed indicate that radiation did not re- 
duce the incidence of recurrence or persistence 
of giant cell tumor and their histologic evi- 
dence was sound. We could find no recent 
article adequately documented with 5 year 
follow-up after treatment of known giant cell 
tumor with roentgen therapy. It seems rea- 
sonable, then, to adopt the attitude that the 
hazards of roentgen therapy outweigh the 
advantages, if another method of treatment 
is available which will give a low recurrence 
rate. Furthermore, in addition to the fact that 
there was incomplete microscopic information 
in the groups treated by roentgen therapy, 
those specifically treated had no standard x-ray 
dosage. Fractional treatment may avoid oste- 
itis but may be stimulating to tumor growth.” 
Ellis!* suggested the use of a total dosage of 
3,000 r given in fractional doses every other 
day, or over a 3 week period, as a satisfactory 
technic. Windeyer and Woodyatt®° recom- 
mended 2,000 to 3,000 r given over a period 
of 30 days, followed by a second course in 3 
months. 6,000 r may be considered as a dose 


TABLE 1 
SPECIAL STAINS AS AN AID TO DIAGNOSIS* 


Acid Phosphatase 


Stromal Cells 


Giant cell tumor Present 
Non-osteogenic fibroma None 
Solitary bone cyst None 
Osteogenic fibroma None 
Fibrous dysplasia None 
Fibrosarcoma None 
Osteogenic sarcoma None 
Metastatic (besides prostate) None 


Alkaline Phosphatase 


Giant Cells Stromal Cells Giant Cells 
Present None None 
Present Present None 
Present Present None 
Present Present None 
Present Present None 

None None None 
None Present Present 
None Present Present 


The Gomori technic was used. Prior to decalcification, the tissue is fixed in alcohol or acetone. Formalin should not be 
used. If decalcification of the sections is to be delayed, the tumor material may be refrigerated at 30° C. Chelating agents, 
which reportedly do not appear to interfere with enzyme content, may shorten the decalcifying time. 


*(After Gilmer®!) Additional aid in diagnosis may be obtained by special staining technics to bring out the presence or 
absence of acid or alkaline phosphatase in the tumor tissue. This technic has been used in our more recent cases but not in 


the older ones. 
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which might stimulate malignant tumor for- 
mation, particularly when given over an area 
where a primary tumor is already present. 
Advocates of roentgen therapy have no large, 
accurately diagnosed, standardized series to 
support their claims. Furthermore, if roentgen 
therapy is to be used, the potential danger of 
malignancy stimulated by the use of irradia- 
tion must be considered. Cahan and his col- 
leagues*! reported 1] patients with osteogenic 
sarcoma developing in an average latent 
period of 11.2 years following roentgen ther- 
apy for a variety of lesions. Suggested criteria 
for cases of postirradiation sarcoma are:*? 

1. Microscopic and x-ray evidence of the 
benign nature of the original lesion. 

2. Sarcoma arising directly in the irradiated 
area. 

3. relatively long symptom-free latent 
period. 


4. Histologic proof of initial absence of sar- 
coma, followed by appearance of the sarcoma. 
Sabanas and associates** stated that there is 
increasing evidence that irradiation in large 
doses is capable of producing sarcomatous 
change in giant cell tumor. Of their 101 cases 
of giant cell tumor, 2 showed malignant 
change without other types of previous treat- 
ment. Eight cases of malignancy were seen, 
however, following roentgen therapy. It might 
be argued that the malignant change in ir- 


Sacrum in 1953,—all bone detail absent, large soft tissue 
swelling evident, cortex of sacrum not clearly seen and tumor 
had broken through the confines of the sacrum. Bowel and 
bladder dysfunction due to pressure on sacral nerves. 
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FIG. 2, B 


3 


Biopsy in 1953 showed giant cell tumor, Grade 2, no osteoid 
nor evidence of malignancy. Lesion considered to be non- 
accessible surgically and treated by a total of 3,000 r in two 
divided doses. In retrospect, partial excision might have 
been attempted with large quantities of blood available for 
replacement. 

radiated giant cell tumor is inherent in the 
tumor itself. But sarcoma arising from non- 
neoplastic conditions with irradiation have 


been reported by numerous authors.15:31-36 


FIG. 2, C 


Sacrum in 1958 with several areas of calcification and ossifi- 
cation superiorly, but areas “of decreased density and soft 
tissue swelling inferiorly. Attempted resection may still be 
advisable and patient is under close observation. This situ- 
atiom might best be managed by the minimal amount of 
roentgen .therapy that would cause the tumor to recede, 
followed by a planned resection, at the appropriate time 
(Case 6, Table 2). 


‘ 
> 
2. | | 
FIG. 2, A 


Giant cell tumor involving the entire capitellum with in- 
vasion of posterior cortex. At the time of biopsy, complete 
excision done because of involvement of the articular 
cartilage and soft tissue extension. The ulnar nerve was 
transplanted anteriorly later because of fibrosis proximal to 
the olecranon groove. The radial nerve was not involved. 


Thus, roentgen therapy in large doses is po- 
tentially dangerous in the treatment of giant 
cell tumor, as well as in the treatment of other 
bone tumors. 


The concensus is that roentgen therapy 
should be considered for those patients with 
lesions inaccessible to surgery (Figs. 2, A-C). 
The number of lesions that are inaccessible 
has diminished considerably during the past 
15 years, because of improved anesthesia, ease 
of blood replacement and a bolder approach 
to such areas as the vertebral bodies in all 
segments of the spine. If roentgen therapy is 
decided upon, the dose should be the mini- 
mum necessary to cause regression of the 
lesion (less than 3,000 r). Herendeen,?® in 
1931, pointed out that, during the first 6 to 8 
weeks following irradiation, the size of the 
tumor may show an apparent increase in size 


FIG. 3, B 


Same area almost a year later, without evidence of recurrence, 
but with moderate discomfort, about 20% limitation of 
aoe — but good pronation and supination (Case 15, 
Table 
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and bone involvement. Unless this “reaction” 
is kept in mind, false interpretation may lead 
to amputation or additional roentgen therapy, 
Theoretically, in certain lesions, roentgen 
therapy might be used in total dosage ade- 
quate to decrease size of the tumor and de- 
crease possibilities of hemorrhage. This would 
include: (1) lesions involving the proximal 
end of the tibia with invasion of the articular 
cartilage; (2) involvement of the distal end of 
the femur with complete loss of peripheral 
support, the tumor extending up to the articu- 
lar cartilage or the femoral side of the hip 
joint; or (3) the tibial side of the ankle joint. 
Several weeks following roentgen therapy, a 
planned excision might be accomplished with 
complete removal of the tumor, if possible, 
supplemented by bone grafting. This program 
has not been followed in any of the patients 
in our series and none of the articles reviewed 
emphasize this plan in particular. 


Surgical Treatment 


Curettage, with or without chemical cautery 
with phenol or Zenker’s solution, and with 
or without bone graft, is still a popular treat- 
ment for giant cell tumor. Certain authors 
believe that cautery causes osteitis and delays 
healing.*.°9 Others believe the use of a chemi- 


FIG. 4, A 


Giant cell tumor, lower tibia, with expansion through cortex 
with involvement of ankle joint. Pain, swelling, inability 
to bear weight. Because of extensive involvement, age 
patient, and location, primary amputation was elected. 
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Biopsy showed active aggressive lesion but no specific evi- 
dence of malignancy (Case 5, Table 2). 


cal will eliminate the segments of tumor which 
cannot be removed with instruments or suc- 
tion. Statistics are unavailable to support or 
reject the use of cautery. Practically, it is not 
always possible to use the cautery because of 
the location of the tumor. If a tourniquet can 
be placed, cautery may be used, but if this is 
not possible extensive bleeding usually occurs. 
If the lesion is a large one the use of a tourni- 
quet is precluded. Lesions treated by curettage 
only have been reported as indicating that at 
least a third of the patients have had incom- 
plete removal or recurrence. This high per- 
centage indicates the necessity for a method 
which gives more complete removal. 

Total excision of the tumor seems to offer 
the best chance of cure, with complete or at 
least partial preservation of function%?-40 
(Figs. 3, A and B). Geschichter and Copeland® 
state that in their experience no giant cell 
tumor has recurred following complete pri- 
mary resection or amputation. Various meth- 
ods for accomplishing complete removal of 
the bone lesion have been described. Each 
tumor presents a particular problem, depend- 
ing on its anatomic location, excluding the 
histologic appearance. The benign uncompli- 
cated lesion should be excised completely if 
possible, and a bone graft be used to aid re- 
placement of the defect. Amputation should 


not be considered in this type of tumor. In 
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FIG. 5, A 


Upper x-ray shows appearance of mid-dorsal vertebrae in 
September 1953, with extension of tumor past the periphery 
of the involved vertebra and anteriorly, compression of the 
vertebra and narrowing of the interspaces above and below. 


the highly aggressive, obviously malignant, or 
hopeless recurrent tumor, amputation or dis- 
articulation is the treatment of choice. 

Buschke and Cantril*® stated that a com- 
bination of curettage and irradiation is contra- 
indicated, because it appeared to enhance the 
possibility of malignant development and also 
complicated bone healing. Other authors pre- 
sent evidence in agreement with this opin- 
ion.33.41-43 

Prognosis 


There are no absolute methods for deter- 
mining either the local progress of a giant cell 


FIG. 5, B 


Biopsy at the time of laminectomy. Clinical impression had 
been sarcoma or carcinoma, but the histologic section shows 
giant cell tumor classified as Grade 2 with no osteoid and 
without evidence of malignancy, although the stroma is 
somewhat irregular. 


FIG. 4, B 
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SUMMARY OF PATIENTS WHO 


TABLE 2 


HAD PROVEN GIANT CELL TUMOR 
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10. 


Case Sex-Age 


F/43 
L. B. 


Area 
Scapula 


Distal 
femur 


Distal 
radius 


Distal 
femur 


Distal 
tibia, 
extensive 


Entire 
sacrum 
(bladder and 
bowel dys- 
function) 
Dorsal 
vertebra 


Cervical 
vertebra 


Distal 
radius 


Proximal 
tibia 


Proximal 
tibia 
Proximal 
tibia 
Proximal 
tibia 


Ilium 
pubis 
acetabulum 


Capitel- 
lum 
humerus 
10th 
dorsal 
vertebra 


summarized but follow-up 


First Seen Biopsy 
4-36 With fore- 
quarter 
resection 
June 1943 
2-45 At curettement 


1945, Duke 


12-45 At resection 
4-46 Open 
June 
10-52 At amputation 
7-53 Open 
July 
9-53 Open 
Sept. 
5-54. Open 
pharyngeal 
5-55 Open 
May ’55 
9-55 Open 
Sept. 
2-56 Atcurettage 
8-56 At 
curettement 
3-56 Open 
March '56 
12-57 Open 
Dec. ’57 
7-58 At resection 
6-60 6-60 


(lesion known to have 
been present for at 
least one year) 


is not adequate 


Original 
Path. G-cT. 


Grade 2-3, 
osteoid in 
small amounts 
in 1943 


Grade 2, 
no osteoid 


Grade 1-2, 
fibrosis, 
no osteoid 
Grade 2, 
fibrosis, 
no osteoid 


Aggressive, 
Grade 2-3 


Grade 2, 
no osteoid, 
confirmed 
by AFIP 


Grade 2, 
no osteoid, 
confirmed 
by AFIP 
Grade 2, 
no osteoid 


Grade 2, 
no osteoid, 
infiltration 
soft tissues 
Grade 2, 
small 
amounts of 
osteoid, 
diagnosis 
confirmed 
by AFIP 
Grade 2, 
no osteoid 
Grade I, 
no osteoid 
Grade 2-3, 
infiltrating 
muscles 


Grade 1, 
no osteoid, 
confirmed 
by AFIP 
Grade 2, 
no osteoid 


Giant 
cell 
tumor 


Treatment 


X-ray therapy 1930 of un- 
known amount 1,750 r to 
2 ports, Oct. 
Forequarter resection 
in two stages, June 

3 


Curettement twice else- 
where in 1943. Re- 
curetted for osteo- 
myelitis and (?) 
residual tumor, Feb., 
"45 

Resection, fibular 
graft, Dec. 


2,600 r in April ’46 for 
suspected osteogenic 
sarcoma. Improved 
for 2 yrs. Pain in- 
creased Feb. ’49, 


thigh amputated. Path. then 


showed Grade 3 lesion 
with muscle infiltration 


October ’52, below knee 
amputation 


1,500 r Aug. "53 
1,500 r Jan. 


1,750 r Oct. '53. Fusion 
Feb. ’54 


Irradiation of 
unknown amount 
June 54. Fusion, 
Dec. 54. X-ray for 
recurrence March 
"55 

Resection, fibular 
graft June 


Curettage Sept. 
Recurrence Oct. ’56, 
recurettement with 


osteomyelitis, postoperative 


curettement for osteo- 
myelitis, Jan. 58. No 
tumor cells seen 
Curettement, rib grafts 
Feb. 

Curettement and grafts 
March ’56 

AK amputation April ’56, 
after soft tissue 
infiltration and 
hemorrhage 


Curettement with grafts 
(remaining ilium) in 

2 stages, Dec. ’57, 

Feb. 

Excision of 

capitellum, 

bone grafts 

Two stage partial 
resection, postero- 
lateral approach 


for full presentation. 


Follow-up 


Thoracotomy for 
metastasis in Aug., 

Pathologically then 
osteogenic sarcoma. 
Died Dec. 


Continued to drain. 
More pain in ’56 with 
thigh amputation. Fibro- 
sarcoma on section. 
Lung metastasis, 

Jan. 

No recurrence, 

Dec. ’59. Good 
function 

No metastasis or 

local recurrence 

when last seen in 
April 


No follow-up 


No recurrence, July 
58. Bowel, bladder 
normal 


No recurrence, Jan. 
58 


Died with para- 
plegia July 
Autopsy (?) 


No recurrence 
Aug. ’58 


Well—Feb. ’58 


No recurrence, 
April ’58 

X-ray negative, 
May 

No recurrence when 
last seen May '59 


No recurrence, 
Aug. ’60 


No recurrence, 
March, July 


cions. 


tumor or the ability of the tumor to metasta- 
size. The pathologist attempts to grade the 
material given to him to indicate his suspi- 
Certain 


find 


grading useful, while others*?%.37,45-47 believe 
it to be useless. Lesions that appear to be be- 
nign by all criteria have been reported as 
eventually metastasizing. There is no con- 
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FIG. 5, C 


Same area 3 years following open biopsy with no attempt at 
removal of the vertebral body; 1,750 r had been given and 
spinal fusion posteriorly had been done. The interspace had 
collapsed. There appears to be anterior fusion following the 
previous protrusion of tumor in this region. A hemorrhagic 
or tumor area has become calcified and, at least partially, 
ossified. The patient had no complaints in 1960 (Case 7, 
Table 2). (Courtesy of Dr. John Glasson.) 


clusive evidence, however, that a_ locally 
or distant malignant giant cell tumor re- 
sulted from a misdiagnosed benign lesion, 
injudicious treatment of a benign lesion 
or malignant transformation. Furthermore, 
cortical perforation by the tumor, as well 
as growth into soft tissues following biopsy, 
can occur in benign as well as in malignant 
lesions!®:11 (Figs. 4, A and B). Intravascular 
cells, grossly or microscopically, appear to 
have no prognostic significance.1!.48 The pres- 
ence of local recurrence and spread across 
the joint space is not necessarily indicative 
of the malignancy. Osteoid in the stroma 
carries no prognostic value.1!!" The roentgen- 
ologic appearance cannot be relied upon to 
distinguish between benign and malignant 
giant cell tumor.*® The apparent high per- 
centage of recurrence in all series must be 
taken seriously, but in many groups the origi- 
nal diagnosis is open to question and the sta- 
tistics are not always accurate. 


Review of Case Material 


The patients observed at the Duke Medical 
Center and treated through 1958 are sum- 
marized in table 2. Two additional patients 
treated during 1959-60 are not included. No 
patients with maxillary or mandibular lesions 
have been included. All patients listed in the 
table received some portion of their treat- 
ment at the Duke Center, but many physicians 
have been involved in the initial and subse- 
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FIG. 6 


Giant cell tumor, distal radius, with expansion down to 
and involving radial carpal joint, as well as radial ulnar 
joint. Resection done in 1945, removing the entire distal 
radius and a portion of the diaphysis. Lower x-ray in 1958 
shows condition of fibular bone graft, which had been in- 
serted in 1945 to replace the resected distal radius. Pronation 
and supination were absent and there was 15° painless motion 
at the intercarpal joints, with arthrofibrosis at the radial 
carpal joint (Case 3, Table 2). 


quent diagnosis and treatment. The age in- 
cidence ranged from 14 to 47 with no proven 
case occurring prior to closure of the epiphy- 
ses. Females predominated 12 to three. Four- 
teen of the 16 patients were white and 2 were 
Negro. Pain, with or without swelling, was 
the most common presenting symptom. A 
history of injury was obtained in only one 
patient. The proximal tibia was the site most 
frequently involved. 


Summary of Treatment: 

1. Roentgen therapy. Five patients, fol- 
lowing biopsy, were treated initially by 
roentgen therapy. Of these, one had a tumor 
in the cervical spine and died as a result of 
paraplegia due to vertebral collapse and con- 


believe 
. be be- 
rted as 
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Large destructive tumor involving the pubis, ischium, ilium, 
with a large intrapelvic soft tissue expansion of tumor. At 
biopsy the gross appearance resembled a giant cell tumor; 
partial excision was done at the initial stage. Frozen section 
at this time with the gross appearance warranted at least 
partial excision. Blood loss required six pints of blood in a 
30 minute period. Permanent sections showed the giant 
cell tumor without evidence of malignancy. In February 
1958, a second stage procedure consisted of more extensive 
curettage of the pubic ramus and ilium, with bone grafting 
of the acetabulum with bone removed from the uninvolved 
portion of the posterior-superior ilium. Blood loss at the 
second stage was not as rapid nor as much as previously. 


tinued growth of the tumor in spite of re- 
peated x-ray therapy and external and in- 
ternal stabilization of the cervical vertebra.5° 
Another patient had an extensive recurrence 
3 years following initial treatment with x-ray 


FIG. 7, B 


Film made in March 1959, 1% years following the primary 
procecure. More recent studies show the decreased density 
in the ischium to be calcifying and ossifying. The present 
range of hip motion is 80° of painless flexion, without ro- 
tation. There is a hip limp but a satisfactory gait; she carries 
out ordinary activities, excluding athletics. 
Roentgen therapy was not used and the result to date indi- 
cates that it was not necessary or advisable (Case 14, Table 2). 
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and amputation was necessary. A third in- 
dividual with a scapular tumor had radio- 
therapy of an unknown amount in 1930. 
There was no further treatment until 1943, 
when another course of x-ray therapy was 
given, followed by resection of the shoulder 
girdle. The patient died 4 years later with 
lung metastasis. In 1943, a review of the 
surgical specimen showed small amounts of 
osteoid within a general grade II giant cell 
stroma. The lung metastasis in 1947 was 
diagnosed as osteogenic sarcoma. Though 
slides from the original tumor in 1930 are un- 
available, this case is included, but with in- 
sufficient evidence as to the final diagnosis. 
Was this originally an osteogenic sarcoma? 
This is not likely because of such a long-term 
cure. Was this a tumor that became ma- 
lignant secondary to radiotherapy? The re- 
maining 2, of the total of 5, are well, four and 
a half years following primary roentgen 
therapy (Figs. 5, A-C). 

2. Resection. Two 


patients with  in- 


FIG. 8, A 


Large expanding lesion, proximal tibia, with invasion of 
anterior tibial cortex. Biopsy in 1955 showed a Grade 2 
giant cell tumor with small amounts of osteoid. As much 
of the tumor as possible was removed without bone graft- 
ing. This was repeated in October 1956; this was followed by 
osteomyelitis. 


i 
= FIG. 7, A 
= 
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dio- 
930. 
943, 
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lder 
vith 
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of 
cell 
ee Destructive lesion of distal femur in 1945. 
ugh 
= volvement of the distal radius had resection 
or: followed by application of an autogenous 
osis. fibular bone graft (Fig. 6). There has been 
a no recurrence during a 2 and a 13 year period 
— respectively. A third patient had resection 
eit of the humeral capitellum in conjunction 
with addition of small homogenous bone graft 
vt Histologic appearance of tumor following initial partial re- in J uly of 1958. There is no evidence of re- 
see moval of tumor. Stroma is moderately irregular with no currence at the end of 2 years and no enlarge- 
ment of soft tissues (Figs. 3, A and B). 
in- 


FIG. 8, C 


Shows increased density and decreased density with bone 
abscess and changes secondary to chronic osteomyelitis. Pa- 
tient last seen in August 1959, when there was no evidence 
of tumor, pain, nor drainage (Case 10, Table 2). 


3. Curettage. Of 5 patients treated initial- 
ly with curettage, 3 have shown no recurrence, 
one has been lost to follow-up and one had 
died (Figs. 7 and 8). The patient who died 


- 


Biopsy in 1945 showed large giant cells with irregular 
stroma, classified as moderately aggressive, Grade 2, with no 
direct evidence of malignancy. 


— — FIG. 9, B 
on of 
ade 2 
much 
graft- 
ved by 


FIG. 9, C 


Femoral lesion in 1954, AP view only, with considerable ex- 
tension of tumor centrally as well as peripherally. Infection 
had persisted for 10 years. Amputation done in 1956. Lung 
metastasis in 1959. 


was treated elsewhere in 1943 for a distal 
femoral lesion, initially reported as giant cell 
tumor (Figs. 9, A-D). The patient was seen 
at the Duke Center for the first time in 1945, 
and treatment included another curettement 


as well as excision of the patella. The patient 
did well but developed osteomyelitis; sauceri- 
zation of the lesion in 1954 revealed no neo- 


4 


ae in 1955, compatible with fibrosarcoma (Case 2, 
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TABLE 3 
SUMMARY OF TREATMENT AND FOLLOW-UP 


Duke Center Cases Number of 
16 Patients 18 Years Cases 

1. More than one operation for treatment 9 
2. Amputated early 2 
3. Amputated late 3 
4. Metastases to lung, femur, scapula 2 
5. Died—treated by x-ray 2 
6. Still followed, x-ray treatment = 
7. Still followed, after operation: : 

Less five years 10 

Greater five years 2 


plastic tissue in the section. In July of 1956, 
at another hospital, because of pain and x-ray 
evidence of continued growth of the lesion, 
an amputation was done above the knee. 
Microscopic material confirmed the final diag- 
nosis of fibrosarcoma. In January 1959, the 
patient was reported to have lung metastasis 
upon x-ray examination. 

4. Primary amputation. Both of the pa- 
tients treated by amputation showed no evi- 
dence of recurrence for 2 years (Figs. 4, A and 
B). One has been lost to follow-up and the 
other was last seen several months ago at 
which time he had no difficulty. 

See Table 3 for summary of treatment and 
follow-up. 


Discussion 


This review of giant cell tumor, like others, 
stimulates many unanswered questions: 

1. What causes the giant cell tumor? 

2. When in long bones, why is the in- 
volvement confined to the ends? 

3. What is the true histochemical nature 
of the giant cells and the stroma cells? 

4. What, if any, is the roll of osteoid pro- 
duction in these tumors? 

5. Are there criteria for accurately pre- 
dicting a malignant tendency? 

6. Is roentgen therapy indicated or not? 
If indicated, what are the particular circum- 
stances? 

7. Is chemical or electrical cautery of value 
in the surgical treatment? 

8. What is the true recurrence rate of this 
neoplasm? 

9. Should the goal of surgical treatment be 
total excision? 
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Summary 


From this group of 16 patients treated by 
various methods no definite conclusions are 
drawn. Certain impressions, however, are le- 
gitimate: 

1. There was no absolute correlation be- 
tween the microscopic characteristics of the 
initial lesion and the eventual clinical out- 
come. 

2. Neither osteoid nor bone formation 
were prominent in the cases reviewed. 

3. Histologic diagnosis is a difficult mat- 
ter, particularly with reference to grading and 
whether or not the lesion is benign and in- 
vasive, or invasive because of malignancy. 

4. Complete resection or amputation 
seemed to give the best result, but ampu- 
tation is not recommended unless there is 
obvious malignancy, extensive involvement of 
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joint surface with a rapidly growing tumor, 
or other complication such as hemorrhage 
which, in combination with other criteria, 
makes amputation the most desirable treat- 
ment. 


5. Very few lesions are inaccessible. Verte- 
bral lesions, large lesions of the pelvis, and 
tumors located anywhere in the extremity are 
approachable and at least potentially re- 
sectable. 

6. Any giant cell tumor that cannot be re- 
moved under control by a tourniquet should 
be operated upon only if large quantities of 
blood are available in the operating room for 
immediate and rapid replacement. Large 
tumors may have to be removed in stages. 

7. Roentgen therapy is still an “unknown 
quantity,” so far as end result is concerned. 


A complete list of references will be included in the 
reprints of this article. 
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Treatment of Bites of North 
American Pit Vipers 


PO M. YA, M.D., TOMAS GUZMAN, M.D., and 
JOHN F. PERRY, JR., M.D.,¢ Minneapolis, Minn. 


The treatment of rattlesnake bite has remained controversial. This experimental work with 
dogs indicates that incision and suction represents a poor therapeutic approach. 
Antivenom, if used promptly, certainly seems the best method of treatment. 


DECISION AS TO THE BEST TREATMENT for bites 
of poisonous snakes has proven difficult. Con- 
clusions based on experience with human pa- 
tients are unwarranted in many instances, 
since size, age and health of the bitten indi- 
vidual, size and species of the snake, amount 
and necrotizing properties of the venom are 
but a few of the variables which may be as 
important in determining the lethal potential 
of the bite and the local damage resulting as 
the treatment administered. On the other 
hand, although envenomation experiments in 
animals are not strictly comparable to snake 
bites in humans, they offer some control over 
the variables mentioned. Clinical and autopsy 
evidence indicates the lesions produced by 
venom and the mechanism of death in large 
animals such as the dog are similar to those in 
humans. Such experiments may provide evi- 
dence as to the value of the various treatment 
methods proposed. This communication re- 
lates in brief a series of envenomation experi- 
ments carried out in dogs and conclusions 
concerning treatment of bites of North Amer- 
ican pit vipers based on them. This material 
has been reported in more detail elsewhere.1 


Experimental Observations 

Several treatment methods were employed 
after healthy mongrel dogs, anesthetized with 
sodium pentobarbital, had been injected 
subcutaneously in the lateral aspect of one 
thigh with venom of Crotalus adamanteus. 
Dried venom was reconstituted to 50 mg./ml. 
with normal saline prior to injection. Fol- 
lowing experimental treatment animals were 
returned to their cages and observed until 
death, recovery, or sacrifice. Animals living 


+From the Department of Surgery, University of Minnesota 
Medical School, Minneapolis, Minn. 
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for four days were considered survivors. Body 
temperature of animals utilized in experi- 
ments with hypothermia was maintained at 
normal levels with a heating pad, but no other 
supportive treatment such as blood, fluids or 
antibiotics was utilized. Animals receiving 
antiserum were treated with Antivenin 
(Crotalidae) Polyvalent* prepared in accord- 
ance with instructions as given by the manu- 
facturer and administered intravenously. 

Preliminary experiments demonstrated that 
8 mg. venom/kg. body weight was a satisfac- 
tory lethal dose for evaluation of therapy. 
Although occasional untreated animals sur- 
vived venom dosage of 5 to 6 mg./kg. body 
weight, no animal survived when given 7 to 8 
mg./kg. and all of the 9 animals receiving 8 
mg. venom/kg. were dead within 16 hours. In 
animals receiving the smaller doses of venom, 
local necrosis at the site of venom injection 
was of severe degree in every instance.? Unless 
otherwise stated in the experiments described 
below, animals received 8 mg. venom/kg. body 
weight prior to treatment. 


Incision and Suction 


Three groups of animals were treated by in- 
cision and suction. In all groups following 
envenomation, a tourniquet was applied tight- 
ly enough to impede lymphatic flow from the 
limb. In the first group of animals, two cruci- 
ate incisions one-half inch long and one-half 
inch apart were made over the site of venom 
injection and suction was applied immediate- 
ly to the incised wounds by means of a suction 
apparatus previously prepared by grinding off 
the end of the barrel of a 20 ml. glass syringe. 
Suction was continued for a total time of one- 


*Kindly supplied by Wyeth Laboratories. 
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half hour. Only 2 of the 8 animals survived 
and each developed local necrosis of severe de- 
gree at the site of the venom injection. 

Following injection of venom a second 
group of animals was treated intensively by 
incision-suction without delay. Beginning at 
the site of venom injection multiple cruciate 
incisions were made over the limb as swelling 
progressed. An average of 15 incisions was 
made per limb. Suction was applied to the 
wounds for 15 minutes of each half-hour 
period and was continued for 3 hours in two 
experiments and for 6 hours in nine. One of 
2 animals treated for 3 hours and 5 of 9 treat- 
ed 6 hours survived. The envenomated limbs 
of surviving animals developed severe necrosis 
in every instance. 

For a third group of animals 30 minutes 
were allowed to lapse following injection of 
venom before institution of treatment. Al- 
though incision-suction was carried out exact- 
ly as in the second group, (average 15 inci- 
sions per limb and suction continued 6 hours) 
there were no survivors among 6 animals 
treated. 


Tourniquet and Local Hypothermia 


Immediately following the injection of ven- 
om a tourniquet was applied tightly around 
the limb to occlude blood flow. The limb was 
packed in ice in a plastic bag and at the end 
of one hour the tourniquet was removed. The 
limb remained packed in ice for 24 hours or 
until death of the animal, if this occurred 
earlier. At the end of this time period the 
limb was allowed to rewarm slowly by not re- 
placing the ice as it melted. Skin temperatures 
averaged 10°C. during the cooling period. All 
of the 8 animals which received 8 mg. venom/ 
kg. body weight prior to treatment failed to 
survive. A single animal which had received 
6 mg. venom/kg. and both of 2 injected with 
7 mg. venom/kg. also died, but 4 of 5 animals 
which had received 5 mg. venom/kg. survived 
when treated by this method. Local necrosis of 
the envenomated limb in these animals sur- 
viving after treatment by local hypothermia 
was the most severe encountered. In 2 of the 
animals circumferential slough with gangrene 
of the entire limb distally occurred. 


Tourniquet—Local Hypothermia— 
Antivenin Administration 


In one group of 8 animals, following en- 
venomation, application of a tourniquet for 
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one hour and cooling of the extremity was 
carried out exactly as above described for a 
period of 8 hours. At the end of this time, 
specific antiserum was given intravenously in 
a dosage calculated to neutralize 4 mg. venom/ 
kg. body weight. Six of the 8 animals survived 
and each developed local necrosis of severe 
degree. In another group of 8 animals, treat- 
ment by hypothermia was carried out in the 
same manner for 4 hours and specific anti- 
serum was then given in dosage calculated to 
neutralize 4 mg. venom/kg. body weight. 
Again 6 of 8 animals survived and all devel- 
oped severe damage of the tissues of the en- 
venomated limb. 


Administration of Antivenin Alone 


Seven animals were treated with antivenin 
in a dosage calculated to neutralize 4 mg. 
venom/kg. body weight after 8 hour’s delay 
following envenomation. During this period 
the only treatment administered was a tourni- 
quet loosely applied around the limb to im- 
pede lymphatic flow. Only one animal sur- 
vived. Another group of 8 animals was treated 
by antivenin in the same dosage after 4 hour’s 
delay under the same conditions. Five of the 
8 survived and 3 died. Two of these survivors 
developed severe necrosis locally. Two had 
moderate tissue damage and one had only 
slight tissue injury at the site of venom injec- 
tion. Finally, in a third group of 8 animals, 
antivenin was given in amounts calculated to 
neutralize 4 mg. venom/kg. body weight 30 
minutes after venom injection. All animals 
survived and only one developed slight ne- 
crosis. The remaining 7 animals developed no 
local tissue damage. 


Discussion 

Although incision-suction treatment was 
shown to be of some benefit in animal experi- 
ments, we were unable to obtain uniform sur- 
vival by this method and our results were less 
good than those reported by Jackson.*:+ Con- 
ceivably, since venom of Crotalus atrox was 
utilized in Jackson’s experiments, and venom 
of Crotalus adamanteus in ours, differences in 
results may be explicable on this basis. 

In our experiments a technic comparable to 
the first-aid treatment of snake bite, incision- 
suction treatment limited to the venom site 
only, led to survival of only 25% of the ani- 
mals treated, and only when the incision- 
suction treatment was immediately and vigor- 
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ously applied (multiple incisions, suction con- 
tinued several hours) was survival of 54% of 
animals observed. When delayed for 30 min- 
utes after envenomation, incision-suction treat- 
ment was useless. It is likewise noteworthy 
that the best results obtained with incision- 
suction were no better than those obtained by 
antivenin treatment delayed 4 hours. In hu- 
man cases, practical considerations make the 
application of incision-suction treatment of 
the type which resulted in the best survival of 
animals almost impossible without some delay. 
We were unable to confirm the beneficial 
effects of local hypothermia as definitive treat- 
ment.> Animals injected with venom in lethal 
dosage uniformly died when treated by this 
method, and those receiving smaller amounts 
of venom and surviving developed necrosis of 
the injected limb which was more severe than 
that of animals of any other group. It would 
appear that the localization of venom by cold 
is definitely deleterious. However, it did ap- 
pear to be some benefit to cool the envenom- 
ated extremity of an animal if antivenin was 
given after a delay of 8 hours, but no signifi- 
cant value of interim cooling was demon- 
strated if antivenin was given within 4 hours 
of the time of envenomation. 

It is recognized that incision-suction treat- 
ment has been a standard form of treatment 
for many years. Such treatment was advocated 
during a period when antivenins were less 
potent and reliable and not so readily avail- 
able as today. It would appear that the proper 
treatment for bites of North American pit 
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vipers today is the administration of antivenin 
as soon as possible after the bite occurs—with- 
out the use of incision-suction or local cool- 
ing. Incision-suction treatment should be uti- 
lized only in situations where no other treat- 
ment is available or will be available for 
many hours to come, and the bite is a potenti- 
ally lethal one. 


Local hypothermia may be useful as interim 
treatment for potentially lethal bites (e.g., 
large snake, small child) for which antiserum 
will be available after a delay of some hours, 
Here, increased local damage by cold would 
be accepted as the price of survival of the bit- 
ten individual. Treatment of bites of snakes 
in this manner otherwise appears to be more 
harmful than beneficial. 


Summary 


Envenomation experiments in dogs indicate 
the preferred treatment of North American 
pit viper bites is administration of antivenin 
as soon as possible after the bite. Incision- 
suction and local cooling of the bitten area 
should not be utilized except under special 
circumstances. 
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Neonatal Septicemia’ 


ROBERT S. MOORMAN, JR., M.D., Birmingham, Ala., and 


the outstanding offending organism. 


THE TERM NEONATAL SEPTICEMIA has been used 
to describe various overlapping pathologic con- 
ditions in the newborn infant. However, the 
most rigorous definition confines itself to a 
group of bacterial infections which are pre- 
sumably acquired at or soon after birth, in 
which the microorganism gains entrance to the 
blood stream through one of the portals pecu- 
liar to the newborn infant. 

In a small group of newborn infants, the or- 
igin of septicemia is clinically obscure. The on- 
set of symptoms is usually sudden and progres- 
sion of the condition is rapid. Initial evalua- 
tion reveals that these patients are ill, but phy- 
sical examination fails to disclose a focus of in- 
fection or the portal of entry. The current 
study was directed toward this group. 

It is our purpose to review the patients with 
neonatal septicemia of obscure origin at Van- 
derbilt University Hospital since 1927, to com- 
pare this group of patients with others 
reported in the literature, and to highlight 
aids to early diagnosis and prompt definitive 
therapy. 

Patient Material 


Clinical records were reviewed of all infants 
under 30 days of age admitted to Vanderbilt 
University Hospital from January 1927 to 
January 1959, in whom the diagnosis of bac- 
teremia or septicemia had been made. 


The criteria for selection in this study were: 


1. A positive blood culture within the first 
30 days of life.* 


.*Read before the Section on Pediatrics, Southern Medical Asso- 
ciation, Fifty-Fourth Annual Meeting, St. Louis, Mo., Oct. 31- 
Nov. 3, 1960. 

tFrom the Department of Pediatrics, Vanderbilt University 
School of Medicine, Nashville, Tenn. 
Supported by funds from Grant E-2206 of the National 

Institute of Allergy and Infectious Diseases, U. S$. Public 
Health Service. 


Dr. Moorman’s present address is: University Hospital, Bir- 
am, Ala. 


*In the pediatric bacteriology laboratory at Vanderbilt Uni- 
Yersity Hospital, blood cultures are prepared as follows: In the 


The causes, organisms involved, clinical manifestations and treatment are considered in this careful 
review of 74 cases. All were under 30 days of age. The staphylococcus was found to be 
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TABLE 1 
CULTURES 


Number of Patients 


$4 BS BSR 5 
Staphylococcus 50 3 2 3 5 0 0 
Streptococcus 5 2 1 1 0 0 0 
Pneumococcus 4 4 0 0 0 0 0 
Enteric bacilli 
E. Coli 8 1 0 l 1 1 1 
Other 4 0 0 0 2 0 2 
Mixed 3 1 1 0 0 0 


2. The absence of a clearcut major disease, 
such as a severe chronic diarrhea, massive pyo- 
derma, or various debilitating postoperative 
states prior to the clinical manifestations of 
septicemia. 

3. The absence of a severe congenital anom- 
aly with late onset of sepsis. 


Seventy-four infants were observed in whom 


the diagnosis of sepsis neonatorum was made in 
accordance with the above conditions. 


Bacteriologic Results 


The major causative organism in this series 
differs remarkably from that reported in the 
literature, since in 50 of 74 patients the infec- 
tion was due to the staphylococcus (Table 1). 
Of those tested, 6 cultures were coagulase pos- 
itive and 9 were coagulase negative. This seems 
to point up the fact that in newborn infants the 
infecting organism may be one which is ordi- 
narily considered to be nonpathogenic in older 
children. Enteric microorganisms were the 
next most common offending agents, being 


treatment room, immediately after withdrawal from the patient, 
blood is inoculated into a bottle of brain-heart-infusion broth 
and into a small flask containing sodium citrate solution. In 
the laboratory the citrated blood is used to inoculate 
thiglycollate broth and a poured plate. A culture is con- 
sidered positive for staphylococcus only if this organism grows 
in all three media, regardless of the number of colonies on the 
poured plate, or if it is identified in repeated cultures. Any 
postmortem culture is considered significant only if it was 
obtained immediately following death. 
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identified in 12 infants (E. coli in 8; A. aero- 
genes, Proteus, Pseudomonas aeruginosa and 
Salmonella in one each). Streptococci were re- 
sponsible for infection in only five. Septicemia 
was caused by pneumococci in 4 babies. Of 
three mixed infections, E. coli and A. aerogenes, 
E. coli and staphylococcus, and staphylococcus 
and hemolytic streptococcus were observed 
once in individual patients. 

The same microorganism isolated from the 
blood was found in the cerebrospinal fluid in 
11 patients. All 4 cases of pneumococcal sep- 
ticemia were associated with meningitis and a 
positive cerebrospinal fluid culture. Meningeal 
infection was caused by the staphylococcus in 
3, streptococcus in 2, and E. coli in one. A mixed 
infection of E. coli and staphylococcus was iden- 
tified in one infant. 

The same organism isolated from the blood 
stream was infrequently found in various other 
sites, such as the umbilicus, skin lesion, throat, 
stools, urine and nasopharynx. 


Clinical Features 


Of the 74 patients included in this study, 54 
were males and 20 were females. 

Prenatal and perinatal factors may be con- 
sidered to have influenced the development of 
sepsis in certain cases. In 10 there was rupture 
of the membranes more than 24 hours prior to 
delivery and prophylactic antibiotics were 
given to 4 of the mothers. Nineteen births 
were considered to be premature. A difficult 
delivery was recorded in 18 patients. Maternal 
infection was present in 13 instances, but in 
none of these was there an obvious direct rela- 
tionship to the neonatal illness. Only 4 in- 
fants had been circumcised recently. 

Although the manifestations of septicemia 
occurred at various times during the neonatal 
period, the average age of onset was 7.0 days. 

The most frequent clinical manifestations 
are presented in table 2. Sixty-five of the 74 
infants had an elevation of temperature (100° 
F. or higher) at some time during the course 
of the illness. Except for fever, gastrointestinal 
symptoms were the most common manifesta- 
tions. Early vomiting or dehydration occurred 
in 46 patients. Thirty-one of these patients 
exhibited apathy toward feeding or lack of 
sucking vigor. Irregular respirations, apnea, 
labored respirations or cyanosis were noted in 
34 infants. 
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TABLE 2 


CLINICAL MANIFESTATIONS IN 74 INFANTS WITH 
NEONATAL SEPSIS 


Fever 65 
Vomiting or dehydration 46 
Cyanosis or respiratory distress 34 
Anorexia 31 
Lethargy 28 
Jaundice 26 
Skin Lesions 21 
Irritability 21 
Enlarged liver or spleen 20 


When jaundice occurs in the first day or 
two of life, it must be differentiated from 
hemolytic disease. Twenty-six patients in this 
series had jaundice early in the illness. In 20 
the liver or spleen were enlarged. 

Symptoms related to the central nervous 
system usually represented evidence of menin- 
gitis. Irritability or lethargy were often the 
only symptoms suggestive of meningeal infec- 
tion. In 3 patients with meningitis there were 
no early symptoms suggesting nervous system 
involvement. In this series all patients with 
convulsions had meningitis. 

In the 21 infants with skin lesions, the etio- 
logic agent was the staphylococcus or strepto- 
coccus. Omphalitis was present in 16 babies; 
14 of these were associated with staphylococcal 
or streptococcal sepsis. 

Complications determined by clinical, lab- 
oratory, or postmortem examination are pre- 


sented in table 3. It is noted that pneumonia 


and meningitis are the most serious complica- 
tions. Impetigo, otitis media, petechiae and 
purpura, peritonitis, osteomyelitis, conjuncti- 
vitis, and septic arthritis were less common 
complications. Four of these patients also had 
erythroblastosis fetalis, but a positive blood 
culture was obtained prior to any exchange 
transfusion. Postmortem examination was per- 
formed in 16 cases, and in each the findings 
were compatible with the clinical diagnosis. 


TABLE 3 


COMPLICATIONS IN 74 INFANTS WITH NEONATAL 
SEPTICEMIA 


Pneumonia 17 
Omphalitis 16 
Meningitis 15 
Impetigo 

Otitis media 
Petechiae or purpura 
Peritonitis 

Septic arthritis 
Conjunctivitis 
Osteomyelitis 
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Laboratory Data 


Leukocyte counts were not helpful in pro- 
viding clues to sepsis since 65% of the patients 
had normal counts. Twenty-five per cent had 
counts above 20,000 and 10% had counts be- 
low 5,000 per cu. mm. Leukopenia seemed to 
have grave prognostic significance, since 5 out 
of 6 patients with leukocyte counts below 
5,000 per cu. mm. expired. Of the 3 recorded 
leukocyte counts in pneumococcal infections, 
all were below 5,000 per cu. mm. 


In 8 patients out of 22 on whom lumbar 
puncture was performed, there were greater 
than 10 cells per cu. mm. in the cerebrospinal 
fluid. 

There is very little indication that these pa- 
tients, as a group, had anemia, since only 7 of 
the 74 had hemoglobin concentration below 
10 Gm. per 100 ml. 


Review of Literature 


Prior to 1933, the principal organism found 
in bacteriologically proven neonatal sepsis was 
the hemolytic streptococcus.?? Dunham,‘ in 
1933, reviewed the problem in a classic man- 
ner and described 39 proven cases in which 
the streptococcus, staphylococcus, and Esche- 
richia coli were the most common offending 
organisms. Only 3 of the infants survived. 

Clifford,’ in 1947, reported 3 instances of 
maternal septicemia in which positive blood 
cultures were obtained from the babies at 
birth. 

Debré,® in 1949, observed that fever and ali- 
mentary symptoms dominated the clinical pic- 
ture in neonatal sepsis. 


Silverman and Homan,’ in 1949, defined 
clearly the rigorous criteria of septicemia of 
obscure origin in the newborn. Fever, jaun- 
dice and pyelonephritis were the most com- 
mon manifestations. In a series of 25 patients 
an enteric microorganism was the offending 
agent in 17 while streptococci and staphylo- 
cocci were each found in four. Eleven infants 
survived. 

Smith and co-workers,’ in 1956, defined 
rigid criteria for the interpretation of bacteri- 
ologic data. In 15 patients with neonatal septi- 
cemia, enteric microorganisms were the of- 
fending agent in 12, and staphylococci in 
three. 

Nyhan and Fousek,® in 1958, presented a 
series of 106 patients with neonatal septi- 
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cemia. E. coli was the most common offending 
microorganism, followed by streptococci, Pseu- 
domonas, staphylococci and pneumococci. 
Fever, abdominal distention, icterus and hep- 
atomegaly were the most common clinical 
manifestations. 


Discussion 


Experience with neonatal septicemia in re- 
cent series reported in the literature has re- 
vealed that enteric microorganisms, particu- 
larly E. coli, are the most frequent etiologic 
agents. Isolation measures and aseptic technic 
in the obstetric and nursery services have 
largely eliminated the hemolytic streptococcus 
and pneumococcus as the cause of septicemia 
in the newborn infant. In the present series 
the other groups of organisms are overshad- 
owed by the predominance of the staphylococ- 
cus. One favorable fact about staphylococcal 
septicemia in our series, however, is that the 
mortality is lower than that due to infection 
with any of the other groups of microorgan- 
isms in this series. Although the recent preva- 
lence of antibiotic resistant staphylococci in 
hospitals!®.11 and nursery populations has 
been reported, the low mortality in this series 
seems to indicate that the organisms have not 
necessarily been antibiotic resistant. 


The serious nature of untreated septicemia 
of the newborn was well demonstrated in 
Dunham’s‘ series in 1933, in which only 3 of 
39 patients survived. When adequately treated 
with broad-spectrum antibiotics the prognosis 
is radically changed, as Smith® showed when 
13 of 15 infants survived. Nyhan,® however, 
reported an over-all mortality rate of 72 per 
cent. Figure | illustrates that the introduction 
of sulfonamides and antibiotics has altered 
the course of this disease. Prior to 1937 all pa- 


FIG. 1 


DISTRIBUTION OF BACTERIAL SPECIES AND MORTALITY IN 74 INFANTS 
WITH NEONATAL SEPTICEMIA 
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tients with septicemia died. The advent of 
antimicrobial therapy resulted in an over-all 
mortality rate below 25 per cent. Since 1937 
there has been an increase in the number of 
staphylococcal infections, but the mortality 
rate has been low, only 6 out of 48 patients 
dying. The only cases of E. coli septicemia 
were identified after 1948 and the mortality 
rate of 62.5% is higher than that due to infec- 
tion with any other microorganism during this 
same time period. There was no uniform plan 
of treatment. Penicillin and streptomycin were 
frequently employed, sometimes in combina- 
tion with sulfonamides, tetracycline, or other 
broad-spectrum agents such as chloromycetin. 
In some instances the results of sensitivity 
studies indicated a change in the therapeutic 
regimen. The over-all mortality rate was 32.4 
per cent. The improved mortality rate indi- 
cates that the prognosis in uncomplicated neo- 
natal septicemia is good, providing that early 
diagnosis is made and prompt treatment with 
broad-spectrum antibiotics instituted. 

Clinical manifestations of neonatal septi- 
cemia were most variable and often the child’s 
reaction to bacterial invasion was misleadingly 
mild, particularly in premature infants. In 
many the white blood cell count was in the 
normal range. In others, leukocytosis or leuko- 
penia gave indications of blood stream infec- 
tion. At an early stage in the disease fever was 
not a prominent sign, but at some point in 
the illness almost all the infants were febrile. 
In any newborn infant who is obscurely ill the 
diagnosis of septicemia should be entertained 
and, more specifically, an infant with fever 
and jaundice should be considered to have 
septicemia until proven otherwise. Some other 
common manifestations suggesting diagnostic 
utility are lethargy, skin infection, irritability, 
and hepatosplenomegaly. Some general mani- 
festations related to the gastrointestinal and 
respiratory systems are very common. 

The diagnosis of neonatal septicemia must 
be made by blood culture, which should be 
performed on all infants whose “failure to do 
well” in the newborn nursery is not adequate- 
ly explained. A similar inclination to perform 
a spinal tap on minimal provocation is requi- 
site for the early diagnosis of meningitis. After 
the history and physical examination are ob- 
tained and suspicion of sepsis is entertained, 
the following admission work-up as men- 
tioned by Silverman’ is recommended: blood 
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culture, umbilical stump culture, complete 
blood cell count with sedimentation rate, 
urinalysis, and lumbar puncture. 

As soon as cultures are performed, the in- 
fant suspected of having septicemia should be 
treated immediately with broad-spectrum an- 
tibiotics designed to eradicate the most prob- 
able pathogens, namely, staphylococci and 
coliform microorganisms. For initial treatment 
a combination of penicillin, 150,000 units 
twice daily, streptomycin, 50 mg./kg./day, and 
chloramphenicol, 20 mg./kg./day, should give 
adequate coverage. The “gray syndrome,” gas- 
trointestinal symptoms followed by circulatory 
collapse and death, has been reported in sev- 
eral pediatric centers where newborn or 
premature infants received unusually high 
doses of chloramphenicol (100 mg./kg./day or 
more).1214 We believe that 20 mg./kg./day 
gives adequate blood levels, although Weiss, 
Glazko and Weston1* recommend 50 mg. /kg./ 
day for full-term infants in the neonatal age 
group and 25 mg./kg./day for prematures. 
The results of the blood cultures and sensi- 
tivity tests may indicate a change in the thera- 
peutic regimen. Duration of therapy can best 
be judged by the clinical response of the pa- 
tient and the eradication of microorganisms 
from the blood stream, cerebrospinal fluid, 
and other foci of infection. 


In infants born of mothers whose mem- 


branes were ruptured more than 24 hours 


prior to delivery, it is recommended that pro- 
phylaxis with penicillin and streptomycin be 
administered for 3 days. The same dosage ad- 
vocated for therapy should be used, although 
Burns, Hodgman and Cass** found no benefit 
from the prophylactic administration of a 
similar dosage of penicillin and streptomycin. 


Summary 


Seventy-four cases of neonatal septicemia of 
obscure origin over a 31 year period at Van- 
derbilt University Hospital were reported. 
The criteria for this diagnosis were: a posi- 
tive blood culture within the first 30 days of 
life and the absence of a clearcut major dis- 
ease or a severe congenital anomaly with late 
onset of sepsis. 

The clinical manifestations, laboratory find- 
ings, and etiologic bacteria were presented 
and compared to those previously reported in 
the literature. Staphylococcal organisms were 
responsible for the majority of the infections. 
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Fever, gastrointestinal symptoms, and lethargy 
were the most common clinical manifesta- 
tions. 

The infant suspected of having septicemia 
should be treated immediately with broad- 
spectrum antibiotics designed to eradicate 
staphylococci and coliform microorganisms. 
For initial treatment a combination of peni- 
cillin, 150,000 units twice daily, streptomycin 
50 mg./kg./day and chloramphenicol 20 
mg./kg./day should give adequate coverage. 
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The Industrial Physician— 
Where Is He Going? 


L. A. PYLE, JR., M.D., Washington, D. C. 


As A BACKGROUND AID in determining where 
the industrial physician is going, it will be 
helpful to find out from whence he comes 
—and he has come quite a distance! 


Industrial medicine, as did many of the 
medical disciplines, had its origin in anti- 
quity. Hippocrates, who lived between 460 
and 370 B.C., described occupational diseases 
of miners, tailors, farmers, horsemen, and 
fishermen. Galen, 131 to 201 A.D., also 
wrote on occupational diseases. He pointed 
out that students were exposed to a hazard 
from the fumes of the tallow candles by 
which they studied. In later days, Ramazzini, 
1633 to 1714, known as the Father of In- 
dustrial Medicine, wrote a text on “The Dis- 
eases of Workers,” which was so superior that 
it was a hundred years before an improve- 
ment was written. He made an exhaustive 
review of the literature and described a hun- 
dred different occupations and the special 
hazards of each. His book was written for 
practicing physicians and advised proper 
treatment for the specific occupational dis- 
eases of the various trades. 

Actually though, the progress of industrial 
medicine is closely parallel to the progress 
of the machine age, a period of roughly 160 
years. Germany, followed by Great Britain, 
led the world in legislation in the laborers’ 
behalf. In the United States, California and 
New York, in 1911, made compulsory the 
reporting of occupational diseases, and New 
Jersey passed the first state law making cer- 
tain occupational diseases compensable. The 
greatest growth in industrial or occupational 
medicine has taken place since that time. 
While legislation was the initial force causing 
concern for the workers’ health and welfare, 
more recently management has taken an ac- 
tive and enlightened view toward its respon- 
sibility for the health and safety of its work- 


*Chairman’s Address, read before the Section on Industrial 
Medicine and Surgery, Southern Medical Association, Fifty- 
Fourth Annual Meeting, St. Louis, Mo., Oct. 31-Nov. 3, 1960. 
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ers. With the passage of Workmen’s Com- 
pensation Laws, state by state, industry be- 
came concerned about the costs of carrying 
out these medical programs required by law. 
Its initial concern and primary objective was 
to provide prompt medical care to the injured 
employee, not only to comply with the 
provisions of the law, but to keep costs at 
a minimum. 

Gradually, however, partially stimulated by 
the provisions of health and welfare fringe 
benefits bargained into labor contracts, and 
partially through an emerging, genuine hu- 
manitarian interest in its employees, industry 
shifted its primary interest from the treatment 
of illness and injury to the prevention of 
these occupational hazards. This shift in in- 
terest has been emphasized in recent years 
by industry’s awakening interest in mental 
health programs and the emotional health 
of its employees. With increasing frequency, 
conferences and seminars in the field of oc- 


_cupational mental health are being held. 


These are well attended by industrial physi- 
cians, personnel administrators, and other 
representatives of top management. They 
have shown a real interest in the emotional 
well-being of their employees, both on and 
off the job. Aside from the humanitarian 
attitudes of industry toward its occupational 
health programs, it has learned also that it 
is simply good business to invest in the 
health of its employees. The mutual objec- 
tives of management and industrial medicine 
have evolved into programs to promote good 
health and to prevent disease and injury. 

These programs have had increasing ac- 
ceptance by employees. From an early feel- 
ing of suspicion and distrust on the part of a 
large number of employees, through a gen- 
erally enlightened attitude and a large meas- 
ure of patience on the part of both manage- 
ment and medical department personnel, the 
occupational health program, by and large, 
has gained employee acceptance. 


| 
i 
j 
i 
{ 
i 
i 
i 
ing 
or 


d by 
ringe 
and 
» hu- 
ustry 
ment 
n of 
n in- 
years 
ental 
ealth 
ency, 
oc- 
held. 
physi- 
other 
They 
tional 
1 and 
tarian 
tional 
hat it 
n the 
objec- 
dicine 
good 
ury. 
ng ac- 
y feel- 
rt of a 
a gen- 


meas- 


anage- 
el, the 
large, 


VOLUME 54 


One recent survey in a large company 
showed a high degree of confidence, on the 
part of the employees, in the Medical Depart- 
ment and the physician-employee (patient) 
relationship, but at the same time showed a 
desire to have a better understanding of the 
functions of the Medical Department, its rela- 
tionship to the individual employee, to man- 
agement, to the community physicians and 
to health and welfare organizations in the 
community. 

This, then, is where the industrial physi- 
cian has been, but where is he now? To 
bring this picture into focus, one must look 
at the physician, his medical facilities, his 
opportunities for new or continuing educa- 
tion in this rapidly advancing specialty. The 
most striking advance in the field of occupa- 
tional health has taken place in recent years. 
How fast has the number of physicians in 
this specialty grown? The Directory of the 
American Medical Association, in 1940, listed 
404 full-time and 1,204 part-time industrial 
physicians. Eighteen years later, in 1958, the 
number of full-time industrial physicians had 
grown to 1,247, more than three times as 
many, while the number of part-time physi- 
cians dropped by 132. Published estimates 
of the number of physicians specializing in 
industrial medicine, either full-time or part- 
time, generally have been higher than these 
figures with a top estimate of 5,000 full-time 
and 10,000 part-time industrial physicians. 

Through what means does the industrial 
worker receive his occupational health care? 
This ranges from the small town general 
medical or surgical physician who will care 
for the employees of several small businesses 
as a part of his general practice, through 
the large city private industrial medical clinic, 
providing services for a number of businesses 
and industries of varying size, to the large 
company medical department providing the 
employees of that company with a compre- 
hensive occupational health program. Each 
of these services and all of the variations in 
between perform needed services in their 
particular situation. Some of these services 
are efficiently operated on a high ethical 
plane while others have need for improve- 
ment in these areas. The workers in some 
industries and in some locations have excel- 
lent and complete occupational health cover- 
age while others have a minimum of these 
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desired services. Many of the workers in the 
latter circumstances are employed by small 
companies or are in isolated locations. Mag: 
nuson! observes that “over 99% of all estab- 
lishments under the old age and survivors 
insurance program of the Social Security Ad- 
ministration employ less than 500 workers” 
and further states that “employees of small 
businesses represent approximately two-thirds 
of our labor force.” He adds that “less than 
one out of 10 of all employees are estimated 
to have preventive health services available 
to them through industry,” and observes that 
“far too many small plant workers receive 
only emergency treatment of accidents.” 

It becomes imperative, then, for us to 
broaden our teaching program, particularly 
at the medical school level. Every physician 
should have at least a working knowledge of 
the principles of industrial medicine and 
their application. The importance of this is 
emphasized by a poll taken a few years ago 
by the American Academy of General Prac- 
tice in which it was indicated that 93% of 
its members had direct or indirect dealing 
with medical cases of industrial illness or 
injury. Providing broader instruction in oc- 
cupational medicine in medical school would 
certainly equip every doctor to render the 
best possible care for these employees. 

One big stumbling block in this direction 
of education is that, even though the educa- 
tors and students seem to want it, expansion 
of the occupational health teaching program 
in an already over-crowded curriculum is a 
difficult task. In spite of this difficulty, 
progress is being made. Felton? has reported 
from the results of questionnaires that, “In 
1954, only 39 schools in the United States 
were teaching occupational medicine, whereas 
in 1960, there were 70 American and Cana- 
dian schools with programs.” This promises 
increasingly proficient care for the industrial 
illnesses and injuries for the millions in our 
huge labor force. It would be hoped that a 
better understanding of the scope of the 
practice of occupational medicine would re- 
sult in an increase in preventive health 
services to the worker. 

Opportunities for advanced study in oc- 
cupational health are also improving. In the 
1960 issue of the Journal of the American 
Medical Association listing approved resi- 
dencies,? there are 6 educational institutions 
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listed which have been approved by the Coun- 
cil on Medical Education and Hospitals and 
the American Board of Preventive Medicine 
for three years of training, including in-plant 
training, in Occupational Medicine. They are: 

1. Harvard University School of Public 
Health, Boston, Massachusetts. 

2. University of Michigan Institute of In- 
dustrial Health, Ann Arbor, Michigan. 

3. University of Rochester School of Medi- 
cine and Dentistry, Rochester, New 
York. 

4. University of Cincinnati Institute of 
Industrial Health, Graduate School of 
Arts and Sciences, Cincinnati, Ohio. 

5. Ohio State University Medical Center, 
Department of Preventive Medicine, 
Columbus, Ohio. 

6. University of Pittsburgh, Graduate 
School of Public Health, Pittsburgh, 
Pennsylvania. 


In addition, the Council and the Board 
have approved 13 plants and agencies for one 
year of training to cover the requirement for 
in-plant training in residencies in Occupa- 
tional Medicine. 

In another issue of the Journal of the 
American Medical Association listing post- 
graduate courses for physicians,t there are 
listed 23 courses in Occupational Medicine 
for the 1960-1961 school year. These courses 
are of varying length and cover a variety of 
subjects. In addition to these, numerous 
other workshops, seminars, and institutes are 
held annually. Among those which come to 
mind is the Seminar for Occupational Physi- 
cians on “Maintaining Emotional Health,” 
conducted annually by The Menninger 
Foundation, in Topeka, Kansas. Colby Col- 
lege, in Waterville, Maine, conducts an an- 
nual Institute on Occupational Hearing Loss. 
These are just two representative courses 
reflecting the growing academic interest in 
occupational health problems. 


It is obvious from these listings that the 
opportunities for advanced study in Occupa- 
tional Medicine are rapidly increasing, but 
not a bit too soon. Such opportunities for 
study will have to increase even more rapidly 
for general medicine and particularly for 
occupational medicine if the industrial physi- 
cian is to keep abreast of the technological 
developments of this fantastic scientific evolu- 
tion. 
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Where then, is the industrial physician 
going? That, of course, depends on, and 
offers a challenge to him. With the estab- 
lishment, in 1955, of certification in Occupa- 
tional Medicine through the American Board 
of Preventive Medicine, the status of the 
industrial physician is crystal clear. Is he 
ready to accept his challenge? I think he is. 
Not only must he continue to be fully aware 
of the on-the-job working conditions of the 
employees in his charge, but he must be ever 
alert to the new hazards which are being in- 
troduced into the industrial environment 
every day. He must take an active and 
prominent part in controlling these hazards. 
The effects of radioactive isotopes, micro- 
wave radiation, of new and relatively un- 
known chemicals—just to mention a few— 
must be promptly studied to provide ade- 
quate safeguards for the worker. He must 
understand the manner in which these are 
used in order to contribute significantly to 
the development of satisfactory safety pro- 
grams. One attribute of the qualified indus- 
trial physician which sets him apart from 
other physicians concerned with the place- 
ment and treatment of the labor force is his 
superior knowledge of, and familiarity with, 
on-the-job conditions. It would behoove ev- 
ery physician who interests himself in doing 
preplacement examinations and in the treat- 
ment of occupational illnesses and injuries 
to familiarize himself with the work opera- 
tions of the industries he serves. It would 
be wise for him to become intimately fami- 
liar with the Workmen’s Compensation laws 
and the provisions of the Social Security laws 
as they affect the worker. He will often be 
called upon to help to administer these acts. 
His application of the principles in preven- 
tive medicine in industry will surely cause 
him to recognize their value and foster their 
application in his private practice. The ulti- 
mate goal of every physician should be to 
prevent disease and injury before he has to 
treat it. Witness the benefits which have 
accrued to mankind from our various im- 
munization programs. A broader application 
of this philosophy must result in increased 
benefits to all. 

While the industrial physician must be 
ever alert to the kaleidoscopic changes tak- 
ing place in the industrial environment, he 
must be ever mindful of the basic concepts 
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of occupational medicine. He must be mind- 
ful of his independent and neutral position 
between management and labor. He has an 
obligation to provide management with the 
best possible medical program at the least 
possible cost, consistent with medical care 
of the highest quality. He has an obligation 
to provide labor with medical care of the 
greatest competency. He must know and un- 
derstand the problems of management as he 
must know those of the labor force. He must 
follow an unbiased, middle-of-the-road course 
which will at once serve the best interests of 
the boss and of his workers. 

It has become a part of management's 
thinking that it has a vested interest in the 
working condition of its employees just as 
it has in the working condition of its plant. 
Neither can function efficiently or profit- 
ably without the other. And management 
is willing to back these interests with invest- 
ment of large sums of monies. This invest- 
ment has become a fixed operating cost in 
many companies. 

What does an occupational health program 
cost? Rather than determining total medical 
costs, the cost per employee is a more il- 
luminating way to judge these costs. In a 
survey of 135 companies, of the cost of medi- 
cal services reported in 1956, it was found 
that 71 or more than half of the companies 
spent between 10 and 20 dollars per employee 
per year.’ Medical services in just under a 
fourth of the companies cost between one 
and ten dollars while about 10% of the 
companies reported costs between 20 and 30 
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dollars. Most of these companies had an 
employee population of between 1,000 and 
5,000 workers. 

The benefits from such medical programs 
are intangible and difficult to measure, but 
labor’s interest in such programs is indica- 
tive of its belief that the employee benefits, 
and the very fact that industrial medical 
programs are growing and expanding proves 
that businessmen judge the programs to be 
worth more than they cost. In relation to 
some fringe benefits, the cost of medical 
service is low but the return is probably 
greater. 

Looking at the labor force, the industrial 
physician must recognize that not only the 
strength of a company but the strength of 
our nation rests in our labor force. A healthy, 
happy work group is essential to the wel- 
fare of our country and it is up to the in- 
dustrial physician to help keep it so. 

Occupational medicine is a force for good 
and the industrial physician walks side by 
side with labor and management toward a 
horizon which promises much for all in 
improved preventive medicine and occupa- 
tional health. 
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Disaster Mobilization* 


JERROLD M. MICHAEL, M.S.E., M.P.H.,f Washington, D. C. 


The author succinctly outlines what an attack in an atomic war would mean to the 
physician and his relationship to the population and its problems. 


THE ROLE OF THE PHYSICIAN in disaster mobi- 
lization is an extensive one and a key one. At 
no previous stage in history could we antici- 
pate a need for medical services of the magni- 
tude that is presently foreseeable. The threat 
of nuclear warfare with its capability of mass 
destruction in unparalleled degree is ever ex- 
istent. Additional possibilities of horrendous 
perpetration of disaster are intrinsic in the 


developments in biological and chemical war- 
fare. 


Our country’s mobilization efforts are the 
most critical activities facing the nation today. 
And civil defense is as vital to every survival 
plan as is military defense, for no nation can 
be secure unless it has established protective 
measures against all eventualities and for all 
segments of the population. 

The Public Health Service responsibility in 
defense includes all aspects of modern day 
warfare as they affect the health and medical 
care of the civilian population. Under assign- 
ment by the President, through the Office of 
Civil and Defense Mobilization, we have un- 
dertaken responsibilities in planning and 
guidance in emergency health matters in order 
to build civilian readiness to meet disaster and 
to accomplish basic survival in the wake of 
disaster. 

The Division of Health Mobilization was 
created to accomplish these purposes. We be- 
gan by establishing the premise that survival 
of this country following all-out attack will 
depend upon its ability to reconstitute social, 
environmental, industrial, and governmental 
structures. The health of the surviving popu- 
lation is basic to all recovery. It is the critical 
area of our concern. 


The saving of lives depends upon many 
health resources, no one of which can be con- 


*Read before the Section on General Practice, Southern 
Medical Association, Fifty-Fourth Annual Meeting, St. Louis, 
Mo., Oct. 31-Nov. 3, 1960. 

+Chief, Training Branch, Division of Health Mobilization, 
Office of the Surgeon General, Public Health Service, Depart- 
ment of Health, Education, and Welfare, Washington, D. C. 
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sidered singly or can tip the scale alone, ex- 
cept on rare occasions. Certainly when we 
think in terms of treating casualties number- 
ing in the millions, it is obvious that total re- 
sources are involved, including the manpower 
who can provide medical and nursing care; 
supplies of drugs and other material; hospital 
facilities, equipment, and personnel. 

In broadest terms, then, emergency health 
resources are the triad—comprised of person- 
nel, material, and facilities—required to pre- 
vent the impairment of, and to improve and 
restore the physical and mental health condi- 
tions of the civilian population. Critical to 
health considerations, and incorporated with- 
in the triad, are elements essential to every- 
day living, such as safe water and food sup- 
plies; adequate shelter, waste disposal; and 
prevention and/or control of communicable 
diseases. 

The National Health Plan, issued Decem- 
ber 1959, as Annex 18 to the National Plan 
for Civil and Defense Mobilization, provides 
the general guidelines under which the Health 
Mobilization program operates, and delineates 
responsibilities and functions integral to 
emergency performances. 

Health Services or the provision of emer- 
gency health services to the population may 
be divided into health actions concerned with: 
(1) communicable diseases including detec- 
tion, identification and control; (2) sanitation 
as related to the provision of safe food, wastes 
disposal, vector control, radioactive decontam- 
ination procedures, environmental hazards 
arising from damage to industries and reserves 
of industrial chemicals; (3) statistics including 
all vital records; (4) special groups such as 
care of the chronically ill and aged requiring 
special assistance and protection of maternal 
and child health; (5) radiology or evaluation 
of the radiological situation in terms of public 
health and radiological defense as it pertains 
to the provision of health services; and (6) 
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medical care including programs to conserve 
remaining medical resources, measures for re- 
habilitation of the health of the population, 
and medical care services involving first aid, 
self help, triage, emergency surgical care, de- 
contamination of casualties and hospitaliza- 
tion. 

The National Health Plan defines health 
manpower as: physicians, dentists, registered 
nurses, and sanitary engineers. Personnel from 
each of these health professions are responsi- 
ble for actively participating in civil defense 
and defense mobilization planning and train- 
ing in his community. The national associa- 
tions of these health professions, are named as 
having responsibility to advise the Office of 
Civil and Defense Mobilization and the De- 
partment of Health, Education, and Welfare 
in organization and planning, training, educa- 
tion, research, and other functions pertinent 
to each association. The respective organiza- 
tions further are encouraged to establish com- 
mittees for this task. 


State and local societies of professional 
health organizations enter the National 
Health Plan also. Although each state and 
local health department carries the primary 
and statutory health role at its respective level, 
assistance to state and local governmental 
agencies in the preparation and execution of 
civil defense health plans from all profession- 
al health organizations is necessary to ade- 
quate health preparedness. 


It is recognized by the Office of Civil and 
Defense Mobilization and the Public Health 
Service that provident utilization of profes- 
sional manpower is the crux of any emergency 
health plan. Much of our surveying, planning, 
and operations is devoted to assuring that all 
health personnel are fully utilized. A primary 
goal of the health mobilization program is to 
train doctors of medicine in the rudiments of 
disaster preparation and activity. The Divi- 
sion of Health Mobilization last spring and 
summer conducted three baseline courses 
titled “Health Services Aspects of Health 
Mobilization.” The first was held at Brooklyn, 
New York; the second at Battle Creek, Michi- 
gan; and the third in Alameda, California. 
Attendance included many representatives 
from national medical associations. 


Some of the subjects taught in the week- 
long sessions were: medical self-help, medical 
care by allied medical personnel; radiologic, 
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biologic, and chemical warfare defense; mass 
casualty care; epidemiology in disaster; sanita- 
tion; and community health services. Students 
also participated in a field exercise in emer- 
gency water treatment and witnessed a Civil 
Defense Emergency Hospital uncrated and set 
up for operation within minutes after the “go- 
ahead” signal. 


It is hoped that those who attended these 
three courses have taken back to their com- 
munities some of the knowledge they gained 
and the enthusiasm engendered, for we see in 
them valuable instruments of assistance to the 
national defense effort. For our part, we will 
continue to provide additional material, ad- 
vice, and assistance to those who have partici- 
pated in the baseline courses. We also plan to 
conduct other similar courses and new courses 
in the future. 


On Dec. 4-9, 1960, the course “Health Mobi- 
lization Program for Emergency Hospital 
Management” will be offered in Brooklyn, 
New York. This course is designed for top ad- 
ministrators of community hospitals to orient 
them to the planning necessary for national 
disasters. 


On April 23-28, 1961, two courses titled 
“Nursing Aspects of Health Mobilization” 
and “Environmental Health Aspects of Health 
Mobilization” will be offered concurrently in 
Battle Creek, Michigan, for these professional 
disciplines. 

On May 7-12, 1961, the baseline course ori- 
ented to physicians which was previously men- 
tioned, “Health Services Aspects of Health 
Mobilization,” will be offered at Brooklyn, 
New York. 

Tuition and housing are provided without 
cost to students and repayment of approxi- 
mately one half the necessary travel expenses 
can be obtained through OCDM student re- 
imbursement funds. Applications may be 
made through state civil defense directors. 

State level training programs patterned 
after our initial baseline presentations are also 
in the offing. Courses are planned for Virginia 
and Kentucky in the near future. The latter 
course has been scheduled as a result of the 


efforts of your section Chairman, Dr. Carroll 
Witten. 


I would like to describe for you some of the 
premises on which the health mobilization 
program is based and some of the assumptions 
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guiding establishment of national emergency 
planning. 

From the combination of experience in the 
annual Operation Alerts, World War II and 
Korea; research by private and governmental 
agencies; and meticulous and specialized 
studies by both military and civilian experts, 
we have been able to piece together a project- 
ed attack pattern covering all areas of expect- 
ed exigencies. 

In case of all-out attack on the United 
States by thermonuclear weapons, we can an- 
ticipate the following: 


1. The Health Manpower Situation: 
Number of expected survivors—135 mil- 
lion. Of these, roughly 120 million will 
be uninjured; 15 million injured in vary- 
ing degrees. Number of physicians sur- 
viving—some 160,000. This number is 
expected to diminish to approximately 
140,000 sixty days after attack due to de- 
layed radiation sickness and loss from 
other diseases and injuries. Twenty-seven 
thousand public health personnel will be 
alive immediately after attack, with fur- 
ther additional loss of 2,000 expected. 

2. The Health Facilities Situation: 
Hospital loss will be heavy during attack 
and use of many hospitals denied because 
of “fallout.” Nationally, about 800,000 
civilian hospital beds will be available, 


counting those in prepositioned Civil De- . 


fense Emergency Hospitals. Due to radi- 
ation decay, 285,000 additional beds 
should be available 60 days after attack, 
thus reducing the number of competitors 
for each bed. 
3. The Health Supply Situation: 

Actual amounts of water available for 
human consummation and for sanitary 
purposes are difficult to estimate. In gen- 
eral, there will be about a 60% pumping 
capacity in attacked areas. However, lack 
of power combined with the presence of 
“fallout” will reduce this 60% to a usable 
capacity of approximately 10 per cent. 
An increase to 25% can be expected 60 
days after attack. Roughly, 42 million 
people will thus require emergency water 
supplies following attack. Two months 
later, we can anticipate emergency sup- 
plies will still be necessary for 29 million 
people. 

There will be some loss of federally 
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stockpiled medical equipment and sup- 
plies, but the most severe losses will be 
left in producers’ plants, wholesale and 
retail warehouses, and _ distribution 
points. Remaining supplies will be dif- 
ficult to distribute due to “fallout” and 
limited transportation. Production ca- 
pacity for health items will be limited 
and spotty and of considerable concern. 
For example, unless full production ca- 
pacity can be restored, there will be in- 
sufficient chlorine for water and sewage 
treatment. Repair and construction of 
new water and sewage systems will be 
hindered by limited supplies of pipe and 
chlorinators. Production of certain es- 
sential medical treatment items will be 
low (penicilin and hypodermic needles) 
and virtually non-existent for other items 
—broad spectrum antibiotics and gauze 
pads, for example. 

There will be extensive loss of housing, 
transportation, and communication and large 
numbers of people displaced. Organized med- 
ical operations can be established only in 
those areas not subjected to the direct or in- 
direct effects of nuclear weapons—the so- 
called islands of survival. With the dissipation 
of radioactivity, other areas will be able to 
organize medical care programs, and institute 
emergency public health control measures. 

In summary, this will be the situation after 
attack: 

1. The number of available hospital beds 
will be grossly inadequate. Even with 
limited professional manpower there 
would be a capability to use effectively 
several times the remaining number of 
hospital beds. 

2. Medical supplies and equipment will be 
grossly inadequate and poorly distrib- 
uted, and will limit the extent to which 
hospital bed shortages can be corrected 
by improvisation. 

3. The supply of physicians will be insuf- 
ficient and will remain so, even if we 
count each nurse, dentist, and veteri- 
narian as equivalent to a physician. 

In one sentence, we can identify the pri- 
mary job that will face the nation: to pro- 
tect and restore the health of the surviving 
population and create an environment which 
will permit rebuilding processes to take place. 


i 
i 
i 
i 
| 
| 
ee 
H 
| 
A 


to pro- 
rviving 
which 
e place. 


VOLUME 54 


Thus, we can readily determine many ac- 
tions which must be taken—right now—to 
improve our capacity to withstand such an 
assault and meet the health needs of the sur- 
viving population. Although we here are 

rimarily interested in the role of the profes- 
sional health workers, the importance and 
direct relationship of “fallout” shelters, early 
warning systems, active defense, transporta- 
tion, and food and clothing, to the medical 
care problem, cannot be ignored. Just as a 
safety engineer does not look upon improved 
methods of surgery for the answers to his 
problems, civil defense cannot expect the best 
possible medical program to substitute for a 
lack of “fallout” shelters and other protective 
mechanisms. Every preparedness activity in 
this field will have an effect, directly or in- 
directly, upon the health of the people. 

The immediacy and magnitude of the med- 
ical care and public health requirements will 


be the basic problems created by any attack 


situation. 


The results of disaster will be almost in- 
stantaneous with millions of casualties in need 
of treatment. Not only will there be a gross 
disparity between the available health re- 
sources—that is, manpower, supplies and 
facilities—and the medical patient load, but 
also a corresponding disparity in all the sup- 
porting services—transportation, fire and res- 
cue, and communications. The radiologic 
“fallout” in many areas will delay or prevent 
any organized medical activity for days or 
weeks. In short, we must anticipate inade- 
quate numbers of health professionals and 
amounts of supplies, equipment, and facili- 
ties; a lack of ability to logistically relate even 
these limited resources to the patients; and 
an inability to put into operation organized 
medical programs in most areas ior extended 
periods of time due to radioactive fallout. 

On these bases, our directions are implicit. 

We must teach people how to treat them- 
Selues—to meet their own health needs— 
until local conditions permit them to receive 
medical care. Presently, we are at about mid- 
point in what we call our self-help research 
projects. Investigations have been conducted 
in many areas germane to basic survival, in- 
cluding medical self-aid, nursing care, hygiene 
and sanitation, food and water, and confined 
existence. A manual is being developed 
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which will delineate standardized self-help 
procedures to be followed in the event of 
disaster, and a training course will be struc- 
tured on these principles. 

The second phase of this program is being 
carried out in the South. A Medical Self 
Help Training Section, directed by the per- 
son who spearheaded the development of the 
Air Force’s Buddy Care Program, has been 
set up in Atlanta, Georgia. Its immediate 
goal is the development of a training kit 
designed to provide a prototype training 
program for the general population. We 
hope to have the opportunity of seeking pre- 
liminary review of this material by your 
organization before putting it into final form. 

In addition to general medical and nursing 
care, the layman will be able to learn simple 
methods of treating shock, burns, fractures, 
hemorrhages and other technics by which 
he can preserve life. 

We must help foster training in disaster 
medicine for physicians in preparation for 
the time when only the most austere condi- 
tions will exist; when facilities, equipment, 
and assisting personnel will be either limited 
or virtually nonexistent. 

Members of the allied medical professions 
also must have special training. Dentists 
and veterinarians must become proficient in 
the practice of disaster dentistry and disaster 
veterinary medicine, respectively. They and 
nurses, must learn how to take effective life- 
saving and first aid measures, and how to 
assist the medical profession by performing 
approved additional functions. 

Training in lifesaving and first aid meas- 
ures must be extented to technicians, tech- 
nologists, occupational and physical therap- 
ists, Optometrists and podiatrists, along with 
other approved functions whereby they can 
assist members of the health professions. 

Hospital administrators, pharmacists and 
medical librarians must be trained to perform 
their normal functions under the difficulties 
inherent in casualty and disaster conditions, 
including field operations. 

In short, we must make every effort to as- 
sure maximum utilization of every possible 
health manpower resource, including the 
average layman, who, if he is pertrained, 
might save his own or his neighbor’s life in 
an emergency. 
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Training in the establishment and utiliza- 
tion of emergency hospital facilities plays a 
major part in health mobilization program- 
ming. The Public Health Service has nearly 
2,000 200-bed Emergency Hospitals, almost 
all of which are prepositioned in carefully se- 
lected localities throughout the country. 
Other units are available for prepositioning 
under qualification, and on loan for training 
purposes. 

These hospitals are designed for use in 
an existing structure such as a school, audi- 
torium, or warehouse. They contain complete 
operational equipment and facilities, includ- 
ing ward units, operating rooms, laboratory, 
x-ray, central supply, and administration. 

In the area of health resources are many 
subjects of major concern. All of us realize 
the importance water will play in survival. 
A great deal of work, study, and preplanning 
is necessary to devise emergency water sources, 
decontamination methods, and methods of 
taking care of the sick and injured which 
do not require large amounts of water. The 
capabilities of existing water systems to op- 
erate after attack are being evaluated and re- 
quirements estimated for rehabilitation of 
those systems that will probably be damaged 
or destroyed. As a first step in the develop- 
ment of a national water plan, a prototype 
community emergency water supply pro- 
gram is being developed. 

Calculation of requirements for medical 
supplies and equipment, and supplies and 
equipment used for sanitation, occupies an- 
other major portion of health mobilization 
efforts. Once requirements are determined 
for the various items, available supplies are 
evaluated in accordance with expected dam- 
ages, calculated loss of mobility, and projected 
capabilities for utilization. Results indicate 
the discrepancies after attack that can be 
anticipated between supplies and require- 
ments. Determination can then be made 
of procedures necessary to overcome dis- 
parities, such as stockpiling and inventory 
control. 


Preparation for meeting the emergency 
health needs of the nation obviously requires 
extensive, concentrated activity by every indi- 
vidual and every organization concerned with 
the welfare of the nation. The role of the 
physician is vital. It is to prepare its members 
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to cope effectively with the results of a mass 
attack on the United States and to assist in 
preparing the nation to withstand such an 
attack. In accord with the National Health 
Plan, the Public Health Service, acting within 
the framework of its role in civil and defense 
mobilization, welcomes the counsel and ad- 
vice of the Southern Medical Association, and 
the active participation of its membership in 
building optimum national health defense. 


Discussion (Abstract) 


Dr. Carroll L. Witten, Louisville, Ky. The South- 
ern Medical Association is deeply indebted that Mr. 
Jerrold Michael has come before us with the presenta- 
tion of such an excellent and timely message. Among 
the many problems facing the medical profession one 
must place the problem of adequate preparation for 
mobilization of health services in the event of an all- 
out nuclear war or a national disaster. 


Recently great strides have been made in the proper 
utilization of health manpower by the joint efforts of 
the U. S. Public Health Service and the Office of Civil 
and Defense Mobilization. Having had the opportunity 
to attend the first course for physicians in regard to 
these problems, I can assure you that the preparations 
for Civil Defense and Health Mobilization are being 
pushed forward to an adequate status of usefulness, 
The medical profession is deeply involved in this phase 
and must take an ever increasing interest. 

Assuming that as many as a third of the physicians, 
dentists, and nurses would be casualties under an all- 
out attack on this country, the nation’s surviving 
health manpower resource would be reduced to a 
number inadequate to meet the needs of the surviving 
population. Extraordinary measures must be taken to 
ensure the provident use of the skilled manpower on 
whom the nation would rely to treat the casualties 
and the sick. Responsibilities for the development, 
utilization, and management of health manpower are 
detailed in the National Health Plan and National 
Manpower Plan, and the Division has initiated a pro- 
gram to carry out the required action. 

Objectives 


1. Development of operational procedures for health 
manpower management to be used at the national and 
regional levels. 

2. Development of standards and guidelines that 
will be effective at the state and local levels. 

The basic requirements for the successful adminis- 
trative management of health manpower include the 
following: 

(1) Identification of the essential activities which 
require skilled health manpower (such as hospitals for 
casualty and noncasualty care, public health, industrial 
health, medial education, and research). 

(2) Establishy.cr* of standards and priorities of as- 
signment and utilization of skilled personnel in the 
various essential activities to ensure a balanced emer- 
gency health service. 


(3) Inventory of the essential health manpower sup- 
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ply (including distribution and catalogue of skills) 
available to perform these various activities. 

(4) Administrative procedures necessary to assign or 
deploy essential health manpower in accordance with 
the needs and standards that are established. 

(5) Administrative procedures necessary to ensure 
the availability of supporting manpower and services 
that will permit the most efficient use of essential 
health personnel. 

Essential Activities 


1. During the immediate period after attack, the 
essential activities will consist of the surviving popula- 
tion taking cover, meeting its own immediate health 
needs through self-care or neighbor-help, and sustain- 
ing life until local radiation levels have subsided. 


2. As local conditions permit, organized health and 
medical efforts will be directed to the care of the cas- 
ualty and noncasualty population, and the reinstitu- 
tion of public health control measures. Then, com- 
munity health services will be instituted in conjunc- 
tion with welfare services for displaced people. 


§. As soon as conditions permit, resumption of med- 
ical education and reorganization of the medical re- 
search program must be accomplished. 


Standards of Utilization 


The standards and priorities that will guide the 
management of skilled and unskilled health manpower 
depend upon the immediate goals of restoring the cas- 
ualty population to good health, re-establishment of 
public health controls, and institution of measures to 
ensure the continued good health of the noncasualties; 
the secondary goals of re-establishing professional edu- 
cation and the research systems necessary to sustain 
the medical and health program; and the ultimate goal 
of assisting the nation to return to its status before 
attack. 


The immediate goals are attained by such measures 
as: 


1. Developing the capability of the civilian popula- 
tion to meet its own health needs through self and 
neighbor-help. 

2. Stockpiling supplies, equipment, and facilities in 
the areas where they will be immediately available for 
use and yet protected as well as possible from the ef- 
fects of attack and deterioration. 

3. Mobilizing, organizing, and training skilled and 
semiskilled health personnel. 

4. Operational planning to institute health and 
medical programs based upon a realistic assessment of 
the probable situation after attack, the available re- 
sources and the local capability for their utilization. 

Secondary goals can be realized by preplanning alter- 
nate sites for medical schools, preservation of teaching 
materials, and the development of emergency educa- 
tional criteria and programs. Existing medical school 
and research personnel should be maintained as intact 
as possible while concentrating upon immediate prob- 
lems following attack so they may revert to their for- 
mer activities with a minimum of difficulty when con- 
ditions permit. 

Inventory 
Inventory of the supply of health manpower, includ- 
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ing the distribution and cataloguing of skills available 
to perform these activities is a basic requirement of 
any manpower program. Detailed knowledge of our 
skilled manpower resource is essential for effective: (1) 
plans for the stockpiling of supplies, equipment, and 
facilities; (2) provision, organizationally and opera- 
tionally, for health services at the local level; and (3) 
utilization of information of the assessment of damage 
by bomb in the immediate period after attack. 


At present, detailed data on resources of the health 
manpower of the United States are inadequate at all 
levels of potential mobilization management—local, 
state, regional, or national. The minimum inventory 
required is a catalogue of current information on the 
essential health manpower residing in each community. 
This list should be maintained in detail at the local 
level and be carried numerically at the state, regional, 
and national levels. 


It should not be assumed that this inventory repre- 
sents a real health manpower resource. It indicates 
only a potential resource until each inventoried indi- 
vidual has received a mobilization assignment, will- 
ingly assumes his role in the local emergency health 
organization, and has been trained and rehearsed in 
the actions he will take and the functions he will per- 
form in the event of a disaster. 

Administration 


1. The effective administrative management of 
health manpower requires an organizational structure 
patterned to reach from the local community to the 
state, regional, and national levels. Local communities 
and states will need to have the capability of operating 
programs independently for some time after an attack. 
In final analysis, however, survival depends upon re- 
establishing, as early as possible, control of resources 
to ensure their most provident utilization. 

2. Administrative measures must provide the mech- 
anism for each level to utilize fully the health man- 
power resource within its jurisdiction and, when neces- 
sary, to relocate personnel within the area for more 
advantageous utilization. This would require an evalu- 
ation of the health needs in terms of the total supply 
of health resources available within the state. The 
evaluation would have to be converted to specific skills 
and matched with specific persons to be moved. Once 
the decision is made as to who shall be moved, and 
where, the state employment service must enter the 
picture and provide the administrative mechanism to 
effect the actual transfer. 


A similar mechanism will operate at the national 
and regional levels. The Public Health Service, work- 
ing in conjunction with the other Federal agencies and 
the medical and allied health professions, must plan 
for the allocation, distribution, and utilization of the 
nonmilitary component of the Nation’s “essential” 
health manpower. This “essential” health manpower, 
as defined by Annex 18 of the National Plan, includes 
physicians, dentists, veterinarians, nurses, pharmacists, 
sanitary engineers, and some 20 other health occupa- 
tions. These personnel are directly concerned with the 
Nation’s critical health needs and must remain at all 
times under the direct contro] of health authorities at 
each level of government. 

The “supporting” health manpower includes dieti- 
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tians, medical social workers, optometrists, and some 
20 other allied health skills. Control of this group is 
the responsibility of the Department of Labor and its 
counterparts at each level. Allocations are made to the 
health authorities by this agency. A detailed list of the 
two groups, as they now are classified, has been de- 
veloped within the Interagency Health Advisory Board. 

At all levels—national, regional, state, and local— 
management activities relating to allocation, distribu- 
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tion, and utilization of essential health manpower will 
be assisted by properly constituted health manpower 
utilization committees. At the national and regional 
levels, these committees will be made up of represen. 
tatives of the Federal health agencies and non-Federal 
professional health associations. At the state and local 
levels, they will consist of representatives of the state 
and local or area health departments and the state and 
local professional associations. 


Old Address: 


ARE YOU MOVING? 


Please send the following to: Southern Medical Association 


2601 Highland Avenue, Birmingham 5, Alabama 


(Please print) 


New Address: 
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A New Approach to Obstetric and 
Gynecologic Practice: 


J. ALLAN OFFEN, M.D.,t Miami, Fla. 


Many a teacher of undergraduates and house staff will quarrel with the concept of a “self-history” 
and for good reason, since the diagnostic details of disease can often only be ferreted out by the 
probing inherent in a good history. Nevertheless, if the need for a “self-history” seems indicated, 
obstetric practice is the one field in which it may be permissible. The author well emphasizes, 

what women often fail to recognize, that they are not patients by definition, unless a com- 

plication arises, but are normal women in a normal physiologic state. The individual ob- 

stetrician must judge whether this approach is good and what it does, if anything, to 
“patient’-doctor relationships, and whether it has any inherent dangers in overlook- 

ing disease unapparent to the woman, thereby leading to improper care 


in the management of her pregnancy. 


In THE 1920’s “the new obstetrics” was an 
appellation designating the use of episiotomy 
coupled with prophylactic outlet forceps de- 
livery. In the three decades that have since 
transpired, these practices have become so 
universally incorporated into what is accepted 
as good obstetric practice, that in the 1960's 
they can no longer be considered the new 
obstetrics. It now may be time for redefini- 
tion of this term. 


In the last 30 years the technologic and 
scientific advances have occurred at such an 
accelerated rate that they have completely 
surpassed all the combined advances of the 
previous 300 years in medicine as well as all 
other fields. That the rapid rate of advance 
has not been an unmixed blessing is indicated 
by the turbulence and confusion among medi- 
cal leadership on social, economic, psycho- 
logic and scientific fronts. 


Dr. Askey,1 in his presidential address to the 
A.M.A. earlier this year, deprecated methods 
of mass production and the urges to auto- 
mation in medicine as a threat to the future 
of medicine. Our revered elder statesman of 
obstetrics, Dr. Nicholson Eastman? asks, 
“How, with a diminishing personnel and a 
soaring birth rate can we hope to give to the 
mothers of 1970 the meticulous, individual- 
ized care which they deserve?” and has sug- 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fifty-Fourth Annual Meeting, St. Louis, Mo., 
Oct. 31-Nov. 3, 1960. 

+From the Department of Obstetrics-Gynecology, University 
of Miami School of Medicine, Miami, Fla. 
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gested among other things “training nurse 
midwives.” Siegel® has editorialized against 
the apparent emphasis on pragmatism and 
the paucity of research in obstetrics and 
gynecology. In addition, every doctor is sub- 
jected to pressures of economic factors, a 
plethora of meaningless forms and innumer- 
able meetings, all of which make an increas- 
ingly excessive demand on the doctor's time 
to the detriment of patient care and diminu- 
tion of the opportunity for study and recre- 
ation. 

The solutions to each of these problems are 
not necessarily opposed. It is possible to adopt 
a multifaceted approach which recognizes 
these problem areas and offers obstetrics and 
gynecology an integrated and correlated tech- 
nic for improving the total care of the patient 
and effecting conditions conducive to better 
medical practice. 

A review of the medical progress of the last 
few decades reveals that the advances of yes- 
terday were primarily technologic refine- 
ments of surgical technics and the improve- 
ment of applied pharmacology and _ bacteri- 
ology. However, today, research and studies 
in the physiologic and biochemical approaches 
are making the tremendous strides. Tomor- 
row’s horizon promises an organized approach 
to the study of clinical material and the con- 
duct of research. The highly successful 
technics which have advanced the fields of 
industry and science when applied to medi- 
cine will undoubtedly bring about a new 
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acceleration of medical progress on all fronts. 
Through the use of electronic devices and 
computers for statistical analysis of research 
conducted with large numbers of cases, many 
of the conclusions based on statistically in- 
valid premises will be avoided. By means of a 
standardized approach and uniform data, the 
experience of multiple sources can be quickly 
reduced and recorded on specialized cards and 
fed into IBM machines or similar devices to 
provide a wealth of meaningful information 
which, when properly interpreted, can pro- 
vide reliable guideposts for further progress. 

With a highly literate population avid for 
authoritative information on health matters, 
the time has come to apply new technics of 
communication in the doctor-patient relation- 
ship on both an individual and a mass basis. 
The application of improved media of com- 
munication, such as sound motion pictures, 
tape-slide presentations, closed circuit color 
TV, group educational technics and model 
demonstrations, which have proved so suc- 
cessful in industry are equally suited to the 
practice of obstetrics and gynecology. These 
audiovisual aids when properly applied not 
only save valuable time for the doctor, but 
more important, they give him his most ef- 
fective tools for achieving an improved rap- 
port with his patients and for satisfying more 
adequately the patient’s needs for basic in- 
formation. 


Another approach used successfully in in- 
dustry but scarcely heard of in medicine is 
the application of time study methods. Con- 
servation of motion, effort and energy based 
on the study of obstetrics and gynecology 
would yield a most precious dividend—time. 
As in industry, time study methods can result 
in better utilization and conservation of the 
time, efforts and energies of patients and 
paramedical and medical personnel. Applica- 
tion of such methods may reduce the total 
time spent by the doctor with the individual 
patient but in every case the physician actu- 
ally has more time for meaningful individual- 
ized treatment of the patient. This economy 
is effected by better utilization of the physi- 
cian’s time and not at the expense of stand- 
ards of medical practice. Actually, the level 
of individualized patient care should be ele- 
vated. 


The psychologic approach under the en- 
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gaging title of “motivation research” is a major 
factor in industry. We need not borrow this, 
since in actuality the psychologic approach is 
a medical discovery. Its application in medical 
practice today, however, is more necessary than 
ever to fulfill the emotional needs of the in- 
dividual in a troubled world. 

How can all of these technics be combined 
and applied to obstetrics and gynecology? Be- 
fore attempting to answer this, let us review 
a definition or two. Gynecologic care in the 
broad sense constitutes lifetime medical care 
for the female patient which may be inter- 
rupted from time to time by periods of ob- 
stetric care. During these periods the occur- 
rence of the physiologic function of childbear- 
ing requires that the obstetrician-gynecologist 
place the greatest emphasis on factors which 
will insure the safety and health of mother 
and child. Obstetric and gynecologic care are 
therefore contiguous and continuous. How- 
ever, in our discussion they will be considered 
separately. 

Obstetric care is usually divided into: 

(1) The prenatal period. 

(2) Parturition and the immediate post- 
partum period. (The period corresponding to 
the hospitalization.) 

(3) The postpartum period. (Considered 
in the long-term sense.) This is the period 
during which the emotional adjustment to the 
new family situation occurs, and in which any 
condition secondary to childbirth such as cervi- 
citis or erosions should be corrected. During 
this time cytologic follow-up should be insti- 
tuted at regular intervals and the patient once 
more enters the sphere of gynecologic care. 


The question is how can all of the technics 
described be combined into a correlated, in- 
tegrated approach to obstetrics and gynecology. 
Let us see how this could be done in obstetrics, 
starting first and logically with the prenatal 
period. 

During the prenatal period emphasis is 
placed on obtaining a complete physical exam- 
ination with a special evaluation of the pelvis 
in relation to childbearing, instruction in the 
principles of health that are consistent with 
an uncomplicated pregnancy and delivery, es- 
tablishment of rapport between patient and 
doctor and the development of a generally 
good psychologic mileu. During this period 
there are necessarily regular, repeated visits to 
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the doctor’s office with increasing frequency tection and correction of symptoms of other 
during each of which special attention and complications and general preparation of the 
prophylaxis is carried out in regard to weight, _ patient for childbirth. 

blood pressure, urine, detection of edema, It is not necessary to enumerate the minimal 
observation of psychologic attitudes, detection standards for good prenatal care. Instead, we 
and correction of emotional difficulties, de- will suggest a correlated, integrated approach 

FIG. 1 


CONFIDENTIAL PERSONAL HEALTH INVENTORY FOR PREGNANCY 


Neme: Age: Date: 

Business 

Occupation: Address: Phone: 

Husbend or Business 

Nearest Relative: Address: Phone: 

Referred By: 


In order for your physician to give you the best medical care during your pregnancy it is necessary for him to be thorough and 
complete, there can be no guessing. He will personally review your medical history with you and do a complete physical ex- 
amination and obtain whichever tests may be indicated. In addition, certain information is needed in regard to your past medical 
and surgical history, your family history and your general health in order for him to adequately evaluate the total health picture. 


You are therefore requested to fill out the following questionnaire completely and accurately. Do not be concerned -- you will 
have an adequate opportunity to discuss in detail your pregnancy and any medical problems that you may have with the doctor 
in person. You will also have the chance to ask any questions which may be troubling you. 


This is part of your medical record and is kept absolutely confidential. 


Please each questi Check (4 either Yes or No. . 


Last normal menstrual period started on 


No . Previous menstrual period started on ___-_E 1 9 __ 
What is your usual weight? —_________ Lbs. 


Was it normal? Yes 


Hove you had any? 


Nausea Freq y of urination 

Vomiting Constipation 

Vaginal Bleeding Headaches 

Vaginal Discharge Visual] disturbances 
Abdomina! cramps Feelings of life 

Breast enlargement Allergies of any kind 

ee Have you had any other symptoms since you have become pregnant? 


{| F 
F 
F 


History of all previous pregnancies. 


How many times have you been pregnant? 


How many full-term (9 month) babies have you had? 


How many premature babies have you had? 


How many miscarriages have you had? 


How many living children do you have? 


Have any of your babies been jaundiced after birth? 


Have all of your children been normal? 


© Copyright 1960 by Audio Visual Education Co. of America, Inc., Miami, Fla. All rights 
reserved under the | | and Pan-A Cc and the | ional 
Copyright Union. 


This pamphiet may not be reproduced in whole or in part in any medium, or quoted 
without the express permission of the publisher in writing. 


Printed in U.S.A. 
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to the practice of obstetrics which will further 
these standards by combining the principles of 
the scientific method, patient education, ful- 
fillment of emotional needs, greater individ- 
ualization and conservation of the physician’s 
time. 

One element in this approach is the use of a 
self-taking history. A survey of 27 obstetricians 
indicated that the time involved in working up 
a new obstetric patient may range from 20 
minutes to an hour and 15 minutes with the 
mean somewhere around 45 minutes. By using 
a self-taking history (Fig. 1) and the technic 
for educating the patient which is to be de- 
scribed, this can usually be done in a fraction 
of this time and the resulting obstetric records 
will be more complete, accurate, standardized 
and uniform than are usually found in doc- 
tors’ offices. Negative findings as well as posi- 
tive findings are recorded. This type of history 
is completely legible and allows for complete 
interchangeability of physicians. In its evolu- 
tion to its present functional form, this self- 
taking history sheet has been modified many 
times in the last 10 years on the basis of ex- 
perience with patients, and it is possible that 
even wider experience may indicate a need to 
modify it again. 

From the physician’s point of view this self- 
taking history has many advantages. First, it 
utilizes the patient’s time in the waiting room. 
It is a well-known psychologic fact that the 
patient identifies with the physician anything 
that is done to or for her in the doctor’s office, 
regardless of whether it is done by his secre- 
tary, his nurse, the laboratory technician or 
the physician himself. Thus, the patient who 
is kept waiting for the doctor, avoidably or 
otherwise, becomes annoyed and _ identifies 
this unfavorably with the physician. Con- 
versely, when the patient utilizes her time in 
the waiting room in connection with her own 
health by completing a confidential personal 
history, there is a positive favorable identifica- 
tion. Furthermore, information is obtained 
which might otherwise not be elicited. 

The use of a complete, uniform and stand- 
ardized history form provides a new wealth of 
scientific material which is well organized and 
available for investigation. Research may read- 
ily be carried out among patients of an indi- 
vidual physician or groups of physicians of any 
size or number by the use of punch cards and 
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computers. The information from these charts, 
including the follow-up sheet and hospital sup- 
plemental sheet, is transferred to a special code 
sheet and thence to IBM cards for rapid analy- 
sis by computer. Eastman? considers prema- 
turity and toxemia the research problems of 
first and third importance, respectively, in ob- 
stetrics today. It is possible that much infor- 
mation on these and other conditions may be 
revealed by analysis of some of the information 
on private patients currently hidden in doc- 
tors’ offices. 

The physician’s trained eye and mind be- 
comes readily accustomed to the organized 
presentation of this material. Areas in the his- 
tory requiring deeper investigation stand out 
as though marked with a red flag and the phy- 
sician explores these as indicated. A brief dis- 
cussion of the salient features of her history is 
usually directed at the points that are most 
significant and that interest the patient the 
most, thus making the entire experience more 
personal, cementing the doctor-patient re- 
lationship firmly and yet requiring a minimum 
of time. 

Use of this self-taking history conserves time 
of paramedical personnel. They need only oc- 
casionally assist the patient with the use of the 
history form (Fig. 2). In general, patients, 
particularly in obstetrics and gynecology, be- 
cause of its intimate nature, are reluctant to 
have a history taken by anyone other than the 
doctor. They find that the self-taking form is 
objective in its approach and spares em- 
barrassment. 


The concept of the confidential nature of 


FIG. 2 
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the patient’s history is preserved when the 
patient fills out a chart which she feels is for 
the doctor’s eyes alone. She is assured by the 
explanatory paragraph at the beginning of the 
form confirming the confidential nature of 
the information and promising adequate op- 
portunity to discuss her problems with the 
physician in person. Furthermore a self-taking 
history eliminates the need for the additional 
office space necessary if the history is not to be 
overheard by others in the waiting room when 
it is taken by secretary or nurse. The patient 
who fills out this personal history completely 
is impressed with the thoroughness of the 
physician who uses such an approach and has, 
in my experience, almost invariably com- 
mented favorably in this regard. At the bottom 
of the history sheet is an area marked “‘for doc- 
tor’s use only,” which includes a check list for 
review with each patient, a list of laboratory 
procedures that may be indicated in a particu- 
lar case and a lined area for supplemental 
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notes by the physician. There is a separate 
sheet for recording the physical examination 
quickly and adequately. On the reverse side 
of this is a ruled and printed follow-up form 
whereon observations and subsequent visits 
can be quickly and precisely noted by either 
physician or nurse. 

A unique modification of the self-taking his- 
tory enables a physician who speaks only Eng- 
lish to obtain a history from a patient who 
speaks only French or Spanish. The self-taking 
history form is available in both French and 
Spanish editions and all answers are indicated 
by either check marks or Arabic numerals. 
The patient fills out the questionnaire in her 
native tongue. The doctor then superimposes 
an English template with transparent areas 
covering the answers and he is able to read the 
entire history in English (Fig. 3). 

Another phase in the integrated approach 
is a program of education for childbirth. Ob- 
stetrics is unique in medicine because preg- 


FIG. 3 
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nancy is a physiologic state, not a disease. 
There is a single etiology, it occurs among 
women of a certain age group, and is usually 
self-limited within narrow confines of time. 
There are associated marked alterations in the 
organs, tissues and fluid of the body, which are 
usually reversible. Pregnancy has social signifi- 
cance as well as emotional overtones and 
undertones. 

Because it is a physiologic state, pregnancy 
differs from any other condition in medicine, 
and since these characteristics are true, obstet- 
rics allows for the greatest possible organiza- 
tion in the doctor’s approach to the individual 
patient. The doctor is well trained for obstet- 
ric management, but for good obstetric results 
it is necessary to have the patient’s cooperation 
for which she also must be trained. The areas 
of fundamental instruction (i.e., diet, weight 
control, salt restriction, exercise, rest, travel, 
garments, iron intake, laboratory tests, dental 
care, general restrictions, danger signs, etc.) 
apply to all normally pregnant patients. If the 
doctor is to spend his time thoroughly edu- 
cating his patient to these basic rules of health 
for pregnancy, he will have little time to in- 
dividualize or personalize the patient’s man- 
agement. Yet personalization is the key to the 
establishment of rapport and fulfillment of 
emotional needs which are a sine qua non in 
good obstetric practice. 

This education for childbirth can be con- 
ducted effectively by utilization of parent’s 
classes, film and slide presentations and books 
for the patient.* Ideally it should be a combi- 
nation of all three. In most larger communities 
physicians, who do not or are unable to give 
their own prenatal classes, may refer patients 
to those of the American Red Cross® or often 
to local hospitals where such instruction is 
being offered with increasing frequency by the 
nursing service. There are a number of films 
and slide sequences available although we pre- 
fer to use our own. 

An authoritative, simple reference book for 
patients seems to be very helpful. It should be 
nonencyclopedic, concise, factual, easily read 
and interesting enough to insure that it will be 
read by the patient and her husband. There 
are 18 to 20 books on pregnancy for the laity 
currently available, but again, we prefer to use 
our own,® which was prepared specifically to 
be a part of our total integrated, correlated ap- 
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proach to obstetrics. In full color photographs 
(Fig. 4), it tells the story of one young woman’s 
pregnancy from the time of her very first visit 
to the doctor through every experience of 
pregnancy and delivery to the time she greets 
her husband after the baby is born. The 
theme stresses the wonderful adventure of 
having a baby, confidence in the physician and 
the importance of the doctor-patient relation- 
ship. Areas where medical opinion may differ 
are treated by pointing out that each physician 
is experienced and has a wide armamentarium 
so each of the doctor’s decisions (i.e., choice of 
analgesia or anesthesia) is based on what is 
best for the individual patient under the par- 
ticular circumstances at the time. No faddism 
is included and no abnormalities of pregnancy 
are mentioned—not even nausea and vomit- 
ing. Somehow patients seem to develop enough 
symptoms without the help of outside sugges- 
tion. These methods of presentation of basic 
information about pregnancy do much to give 
the patient background for understanding, and 
at the same time allow the doctor to utilize 
his patient contact to interpret each pertinent 
situation in terms of the particular patient so 
that it has a personal meaning to her. 

Of course, in a practice where the physician 
sees large numbers of pregnant women, there 
are certain questions, variations of pregnancy 
and complications which keep coming up, and 
repetitively requiring the same explanation 
from the physician over and over. The super- 
stitions, fears and old wives’ tales in connection 
with childbirth transmitted through the cen- 
turies and the apparent delight that neigh- 
bors, friends and relatives seem to derive from 
frightening pregnant women make it impera- 
tive that each situation be skillfully handled 
and the patient fully reassured. While it may 
be old hash to the doctor, to each patient it is 
a new question or experience. Once again 
using the time study approach to eliminate 
nonproductive repetition, but at the same time 
preserving the personalized, individualized pa- 
tient-doctor relationship, a series of supple- 
ments? to the book which we use have been 


prepared to cover the common, recurring situ- ' 


ations, such as: nausea and vomiting of -preg- 
nancy, constipation, hemorrhoids, the Rh fac- 
tor, cesarean section, diabetes in pregnancy, 
induction of labor, varicose veins, postpartum 
instructions, and the like (Fig. 5). Each of 
these situations must be handled appropriate- 


‘ 
i 
4 
H 
F 
i 
| 
I 


ism 
ncy 
nit- 
ugh 
ges- 
asic 
and 
ilize 
it so 


cian 
here 
ancy 
and 
ition 
1per- 
ction 
cen- 
eigh- 
from 
pera- 
may 
t it is 
again 
inate 
time 
pa- 
ipple- 
been 


4 situ-' 


preg: 
h fac 
nancy, 
artum 
ich _ of 
priate 


VOLUME 54 


FIG. 4 


ly as they arise. Use of an all inclusive en- 
cyclopedic prenatal book issued to the patient 
early in pregnancy is hardly satisfactory for 
this purpose. A direct explanation or reassur- 
ance by the doctor is indicated at the time. By 
use of a prepared supplement the explanation 
and reassurance are effectively made with dis- 
patch, but in a personalized way and _in- 
terpreted in terms of the particular patient 
so she has the feeling that her doctor has all 
the time in the world for her personal prob- 
lems. Furthermore, the transmitted infor- 
mation is explicit and printed so the patient 
cannot misunderstand or distort in retelling 
her husband or mother what was said at the 
doctor's office. 
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Let’s see how this works. Suppose a prenatal 
patient is found to be Rh negative, of which 
she had previously been unaware. Having 
heard so many stories she is a little frightened. 
The physician sits down with the patient and 
says simply, “Look, Margaret, many women 
are Rh negative and have perfectly good 
babies. We know lots about this condition and 
what to do about it. We will have to get cer- 
tain blood tests on both you and Bob, then, 
depending upon what they show, we may have 
to get the baby a little early or may not have 
to do anything at all. Take this sheet home and 
read it over with Bob.” Tearing the supple- 
ment on Rh from the pad he hands it to Mar- 
garet, “Next time you come in we will answer 
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any questions you may have and we will talk 
about what it means to you.” How much simp- 
ler and more effective than attempting to go 
into a wordy explanation of the Rh problem 
every time this situation presents itself. At the 
same time the patient and her family have an 
accurate picture of the facts as a basis for fur- 
ther cooperation with the doctor. 

At the conclusion of the prenatal period 
we come into the next phase of obstetric care, 
parturition and the period of hospital care. 
When the time comes for the obstetric patient 
to be hospitalized at the termination of her 
pregnancy, it is a requirement of the Joint 
Commission on Accreditation of Hospitals§ 
that the hospital have a complete history and 
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record of the prenatal course. This is usually 
furnished from the doctor’s office. The neces- 
sary information may be transcribed from 
their office records. From information on the 
self-taking history and prenatal record, any 
hospital obstetric form can be readily com- 
pleted. However, should the physician have 
available a duplicating machine, the history 
and follow-up forms are run through the ma- 
chine, the duplicates placed in the office file 
and the original forms sent to the hospital for 
incorporation in the hospital record in ac 
cordance with J.C.A.H. requirements. Tran- 
scription and other secretarial work is mark- 
edly reduced. 


In addition to the office record, every doc 
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tor keeps his own pocket record listing his ob- 
stetric patients, their expected dates of con- 
finement and other necessary information. For 
this reason a looseleaf notebook with special 
supplementary hospital information sheets has 
been designed for the physician’s pocket (Fig. 
6). This notebook contains: 

(1) Monthly divider sheets, ruled for listing 
all the patients who are due that month, show- 
ing name, address, telephone number, ex- 
pected date of confinement and date of de- 
livery. At a glance, this provides the physician 
with the over-all picture of his practice at any 
time. 

(2) Individual hospital information sheets 
for obstetric patients. The top half of this 
sheet contains all the information that the 
doctor needs when the patient calls on the 
telephone or when she is admitted to the hos- 
pital. It includes patient’s hospital preference, 
her name, EDC, LMP, parity, serology, blood 
type, Rh type, antibody titer, address, age, 
phone number and husband’s name. 

The lower half of the sheet contains infor- 
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mation about the delivery which the physician 
needs to bring back to his office, including: 
delivery date, sex of infant, birth weight, ges- 
tation, onset of labor, analgesia or anesthesia 
and any other necessary data. 

The reverse side of this sheet contains in- 
formation essential to the economic side of 
medicine, including: insurance company, con- 
tract number, date of admission and discharge, 
return appointment, prescriptions and other 
important information. 

(3) To complete the notebook there is a 
gynecology sheet which is comparable to the 
obstetric sheet, but with information necessary 
for the doctor to have at his finger tips on his 
currently hospitalized gynecologic patier.ts. 

The notebook is used in the following way: 
The secretary records the expected date of con- 
finement of each patient on a monthly divider 
page as patients are registered in the office. 
She also fills out an individual page with the 
information needed for the hospital and on 
the other side the available insurance infor- 
mation. The doctor carries this notebook con- 
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taining this information with him at all times. 
Following delivery in the hospital he fills out 
the lower half of the sheet with the informa- 
tion on the delivery and then moves the sheet 
to a section of the notebook reserved for hos- 
pitalized patients to be seen by him on his 
daily rounds. At the time of patient’s discharge 
the doctor fills in from the front sheet of the 
hospital record any blank spaces on the reverse 
(or insurance) side of that patient’s page in his 
notebook. After the patient is discharged from 
the hospital her page is removed from the 
notebook and the secretary staples this sheet 
to her prenatal record. Thus, the office medi- 
cal record of this pregnancy is now complete 
from beginning to end. The information in 
regard to delivery may be coded from this 
sheet to the IBM cards for research analysis 
whenever indicated. 


The third phase of obstetric care covered by 
the integrated program is the period of post- 
partum care following discharge from the hos- 
pital. When the patient is sent home from the 
hospital, printed postpartum instructions are 
handed to her or have already been mailed to 
her home. These are quite detailed and like 
the prenatal supplements avoid areas of con- 
troversy leaving instructions in these areas to 
the judgment of the individual physician. 
They cover not only the immediate post- 
partum period but also indicate to the patient 
the necessity for immediate follow-up care and 
also long-term, periodic gynecologic examina- 
tions and cytologic evaluation at regular in- 
tervals. 


When all the conditions related to her preg- 
nancy and delivery have been corrected, the 
patient re-enters the sphere of gynecologic 
care. Obstetrics, of course, is ideal for this type 
of correlated approach. However, many of 
these technics can be worked into a correlated, 
integrated approach and successfully applied 
in the field of gynecology. Unfortunately, the 
limitations of time for the presentation of this 
paper preclude as detailed a description as we 
have given for the obstetric program. Suffice 
it to say, similar self-taking histories for evalu- 
ation of the gynecologic patient are available. 
These have been found to work most effec- 
tively when the physician records his own sum- 
mary of the present illness and chief complaint 
on the lined page provided for this purpose. 
Printed gynecologic physical examination and 
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follow-up sheet as well as printed explanatory 
supplements to explain common gynecologic 
problems, postoperative and other types of 
routine instructions are available and helpful. 
In addition, looseleaf notebook pages with 
special supplementary hospital information 
for the gynecologic patient are available to fit 
the pocket notebook described with the obstet- 
ric program. After discharge from the hospital 
this sheet is attached to the patient’s history, 
physical and follow-up data to complete the 
office gynecologic record in every respect. 


Summary and Conclusion 


A correlated, integrated approach to obstet- 
rics and gynecology, its applications and ad- 
vantages have been described. This program is 
flexible and can be enlarged, modified or 
changed to meet the particular requirements 
of the physician or the needs of his patients. 
For some physicians it may be best that they 
prepare their own individual program. in- 
corporating the basic principles that have been 
described. It is our intention to keep our pro- 
gram dynamic and up-to-date, consistent with 
advances in obstetrics and gynecology as they 
take place. 

Because of the details required in this pres- 
entation, the casual reader could conceivably 
interpret this approach as a plea for automa- 
tion in medicine. Nothing could be further 
from the truth or more diametrically opposed 
to my views on medical practice. Instead it is 
my conviction that under conditions prevail- 
ing today only such an approach will allow the 
physician to provide the highest scientific 
standard of medical care, at the same time 
maintaining a completely personal doctor-pa- 
tient relationship with the greatest degree of 
individualization. 


Addendum 


It was interesting to learn® only recently of 
the projected program of the Committee on 
Maternal and Child Care of the Council on 
Medical Service of the American Medical As- 
sociation!?1! to study pregnancy wastage. This 
is to be done by analysis of the data collected 
from 100,000 deliveries through the use of code 
sheets and processed by the means of modern 
statistical technics. Careful perusal of their 
proposed program as outlined indicates that 
the total approach as described in this paper, 
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where the emphasis is primarily on the obstet- 
ric care Outside the hospital and study of data 
heretofore hidden in the physician’s records 
or not obtained, complements the AMA objec- 
tives and might well be used in conjunction 
with this program. 


(I wish to express my thanks to Iris M. Kiem, MS., 
M.P.H., biostatistician, University of Miami School of 
Medicine, for preparing the IBM coding sheet and to 
the Audio Visual Education Company of America, Inc., 
for their permission to reproduce copyrighted mate- 
rial.) 
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Discussion (Abstract) 


Dr. Richard G. Burman, Gulfport, Miss. Obstetrics 
and gynecology are being changed by advances in other 
fields and by changes in modern living. The wise phy- 
sician will accept such changes as seem good. 

Dr. Offen has presented his contribution to these 
changing times in the form of a new self-taking obstet- 
ric history form and an excellent atlas of an indi- 
vidual’s trip through the prenatal period, the experi- 
ence of parturition and the very immediate postpartum 
days. 

I am sure that many of you have used self-taking 
history and information forms in your practice. How- 
ever, there are certain drawbacks to this innovation. 
It is apparent that Dr. Offen is a man of precise and 
orderly conduct, endowed with great organizational 
ability. His excellent paper and research denotes as 
well as suggests this. The applicability of the described 
forms and methods to practices other than clinics and 
institutions is questionable. 

I have used the Cornell information questionnaire 
in my practice as well as in our local Cancer Clinic. 
At times, it taxes the ability of the respective secre- 
taries and nurses in aiding certain individuals when 
filling out this simple yes-and-no form. The entire 
population is not as literate so Dr. Offen would have 
us believe. 


The practice of obstetrics and gynecology in the 
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smaller community, and I believe that nearly every 
community, at least in our area of 15,000 or more, is 
getting trained obstetric help and is built on individ- 
ual and close doctor-patient relationship. This involves 
time and thorough history taking. Actually, some 
forms with their lack of information require more of 
the obstetrician’s time than should he himself do the 
entire history taking. I notice that Dr. Offen has 
failed to include a review of the systems in his form. 
After all, we do complete physicals; why not complete 
histories? How many times have you diagnosed gall- 
bladder disease, duodenal ulcer, colitis, angina, pos- 
terior nerve root involvement, Meniere’s syndrome, 
neuroses and psychoses, and/or any other nonobstetric 
or gynecologic disease and referred the patient for im- 
mediate treatment? Why? Generally, because you took 
a good history. 

Dr. Offen mentions the present ten year study by 
the National Institutes of Health concerning the fetal 
wastage, prognosis, and development. The Department 
at Tulane is engaged in this study with others from 
coast to coast, and the history taking is a tremendous 
job. The infectious disease and system review is three 
pages long in itself. 

Dr. Offen is to be congratulated on the publication 
of his picture-story of pregnancy and childbirth— 
Adventure to Motherhood. It is also pleasing that it 
is not another sales pitch as they are being provided 
free of charge by a pharmaceutical firm, sans adver- 
tising. Dr. Offen is to be further commended in that 
he left out controversial subjects, abnormalities of preg- 
nancy, and, particularly, present and past faddisms. 
It is too bad that the popular magazines and Sunday 
supplements do not do the same. If we have many 
more articles on the “Wonderful Adventure of Having 
Our Baby—at Home,” we will be forced back to the 
days that many of us remember, the two big bags of 
equipment, the copper boiler and sterilization of for- 
ceps, Granny pouring the chloroform, or the wild ride 
to the nearest hospital because the patient abrupted. 

Education for childbirth has done much to rid the 
young primipara of the superstitions, fears, and old 
wives’ tales that she is exposed to by well-meaning 
friends and relatives. Group education by individuals 
or organizations outside of the doctor's clinic or office 
do not appeal to me. If the patient wants to know 
more about pregnancy and its problems, I want the 
patient to talk to me or to one of my staff. If we are 
too busy to do this, we are trying to see too many 
patients, do too many deliveries, and should either get 
help or cut down our practice. 

I am sorry that Dr. Offen did not include a few 
more pictures and pages in his Adventure to Mother- 
hood such as postpartum exercises, follow-up visits, 
and the importance of cytologic smears. 

There is very little else I can add to Dr. Offen’s 
excellent paper and the obstetric ancillary material 
presented—“it speaks for itself.” 

In conclusion I should like to pass on the remarks 
of the late Dr. Herbert Schmitz when he discussed 
newer currents in obstetrics—“Each new trend in ob- 
stetrics should remind us that our specialty, like any 
other, is not a static thing. Contemporary thought and 
motives must ever be afforded at least a dispassionate 
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consideration, influenced by objectivity, experience, 
and intellectual curiosity. The wise man lives the 
chronological span concurrently.” 

Dr. Offen (closing). I wish to thank Dr. Burman 
for reading this paper, and for coming this long way 
to make his very kind remarks. His criticism, that a 
systems review was not included in the obstetric self- 
taking history is justified and, fortunately, is easily 
corrected. We shall simply take the systems review 
from the gynecologic self-taking history and include it 
hereafter with the obstetric form to correct this de- 
ficiency. 

I am extremely gratified that Dr. Burman chose to 
open his discussion with a plea for open-mindedness 
toward progress and a plea for willingness to accept 
change and also that he chose to close with a quotation 
of Dr. Schmitz, exhorting, “dispassionate considera- 
tion, influenced by objectivity, experience and intel- 
lectual curiosity.” No one could ask for more. If these 
criteria are applied by the many to this total corre- 
‘ lated, integrated approach to obstetrics and gynecology, 
it can then only find its rightful place, if any, in the 
practice of this specialty. 

As to the self-taking obstetric history, as I have 
indicated, it has evolved much in the last 10 years and 
will undoubtedly continue to evolve, and I can only 
assure you that it is not the Cornell Questionnaire. 
Some physicians will find this particular form useful, 
still others may require modifications to suit their 
needs, perhaps others will need to completely fashion 
their own. I am not primarily concerned with a par- 
ticular history form but rather with an approach to 
the patient that is as thorough and complete as it is 
personal. 


In our experience the literacy rate has not presented 
a major problem among patients in private practice, 
although we recognize that this may vary somewhat 


from area to area. However, with an eye to the future, | 


we are completely confident that the literacy rate will 
continue to improve everywhere and will present less 
of a problem as time goes on. 

I am both a little embarrassed and amused at Dr. 
Burman being pleased that this “is not another sales 
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pitch.” Of course, he is quite right, this is not a sales 
pitch for anything and you may find yourself, as I did, 
forced to write your own book and supplements and 
history sheets. However, I do happen to know that 
the publisher and the book stores will all be much 
happier when the supply of “free” books has been 
exhausted and will be available then only through the 
conventional sources of supply. 


Finally, in closing, I should like to reiterate the 
major premise of this paper which concurs with that 
of the discussant and finds us in complete agreement. 
I refer, of course, to the overriding importance of a 
completely individual and fully personal relationship 
between doctor and patient. It seems appropriate to 
conclude by quoting from a paper entitled “The Pro- 
fessional Responsibility of the Physician” by Dr. Ward 
Darley, executive director of the Association of Ameri- 
can Medical Colleges, published in volume 174, No. 7 
of the J.A.M.A. only two weeks ago, “. . . Now, as 
long as an increase in efficiency can go hand in hand 
with an increase in effectiveness, there can be no 
complaint. But it must be recognized that there is a 
limit to which increased efficiency, at the expense of 
time per patient, can go without impairing effective- 
ness. The application of time-saving developments may 
be reaching the point of diminishing returns, for a 
certain amount of time per patient is essential, if only 
to permit the physician to apply his scientific knowl- 
edge properly; and there are many who believe that 
in the hustle and bustle of modern’ practice we are 
frequently denying the patient even this kind of time. 

“But assuming that the time per patient is just 
enough to satisfy proper scientific and technical con- 
sideration, this standing alone cannot suffice. This is 
because, in spite of our scientific and administrative 
progress in the field of medicine, the actual thera- 
peutic value of the inter-personal relationship between 
the physician and his patient will always stand as an 
indispensable tool, and if time limitation is allowed to 
cut down the effective use of this tool, we are led to 
overemphasize the diagnosis and treatment of disease 
as such and underemphasize the need for understand- 
ing and helping the person in whom disease may be 
present... 
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Catgut Sutures in Corneal Surgery 


SAMUEL D. McPHERSON, JR., M.D., and EUGENE V. 


GRACE, M.D.,t Chapel Hill, N. C. 


Nonabsorbable suture material was long a favorite in the closure of surgical or other wounds of 
the cornea. More recently absorbable sutures have seemed to be satisfactory. 


The authors give their results with catgut sutures. 


FoR MANY YEARS ophthalmologists used silk 
sutures almost exclusively in operations on 
the anterior ocular segment, reflecting the 
preference of most general surgeons for non- 
absorbal sutures. Following the improvement 
and standardization of catgut which occurred 
in 1941, this suture material came into use in 
the closure of cataract wounds.! This was first 
proposed by Hughes? and has received rather 
wide acceptance.’ Improvement in the quali- 
ty of needles and diminution in the caliber of 
sutures available subsequently led to the 
limited use of catgut sutures in the closure of 
corneal wounds.5:6 


Due to the inherent advantages of sutures 
which do not have to be removed in the 
closure of corneal wounds, we have used plain 
and chromic catgut sutures in the repair of 
corneal lacerations and in lamellar and pene- 
trating keratoplasties. It is the purpose of this 
paper to report the results of the use of ab- 
sorbable sutures in 47 patients with corneal 
lacerations and in 23 patients on whom 
keratoplasty was performed. Some of these 
operations have been reported previously.7 


In the Repair of Corneal Lacerations 


Since Jan. 1, 1956, we have used plain 
and chromic catgut sutures in all patients pre- 
senting with corneal lacerations. In 47 pa- 
tients only clear cornea was involved in the 
laceration and the records of these patients 
were selected for analysis. Twenty-eight lacer- 
ations were closed with chromic catgut sutures 
and 19 with plain. The youngest patient 
operated upon was 2 years of age and the 
oldest was fifty-nine. 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-Fourth Annual 
Meeting, St. Louis, Mo., Oct. 31-Nov. 3, 1960. 


tFrom the McPherson Hospital, Durham, N. C., and the 


Division of Ophthalmology, University of North Carolina 
School of Medicine, Chapel Hill, N. C. 
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Surgical Technic. Immediately after ad- 
mission to the hospital each patient was taken 
to the operating room, and with the usual 
sterile precautions the corneal wound was ap- 
proximated with direct sutures of 6-0 plain 
or medium chromic catgut. Sutures were 
passed through half the corneal thickness, and 
an attempt was made to include not less than 
1 mm. of corneal tissue on either side of the 
wound. Sutures were placed approximately 
every 2 mm. along the length of the entire 
wound and all sutures were tied triply. The 
remainder of the procedure was done in the 
usual manner with iridectomy or lavage of 
the lens as indicated. The eye which was 
operated upon was dressed with antibiotic 
and cycloplegic ointments. Dressings were 
changed daily and most patients were dis- 
charged from the hospital on the seventh post- 
operative day. 

Postoperative Course. In 33 patients the 
postoperative course was uneventful. In 7 
patients enucleation was subsequently neces- 
sary. Two enucleations were done the third 
postoperative day for purulent endophthal- 
mitis, 3 were done for phthisis bulbi, one for 
an injury 6 months later and one because the 
patient lost light perception on the tenth post- 
operative day. 

Several patients complained of moderate 
local irritation for a few days after operation. 
However, in no case was this severe enough 
to necessitate removal of sutures. In 4 patients 
one suture became untied and was removed. 
In a fifth patient, removal of sutures was un- 
dertaken because the suture ends seemed to 
lie directly in the lips of the corneal wound. 
Following this the anterior chamber collapsed 
but reformed within 24 hours. One patient 
developed a hemorrhage in the anterior cham- 
ber which cleared within 48 hours, and one 
developed sympathetic ophthalmia 7 weeks 
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after operation. This cleared quickly with 
local and systemic steroid therapy. 

The technical results attributable to the use 
of catgut sutures are shown in table 1. Cor- 
neal scarring was considered to be moderate 
in 32 cases and minimal in 11 cases. Anterior 
synechiae of iris or lens capsule to the wound 
was present in 11 cases and vascularization 
of the corneal wound in 10 cases. There was 
one instance in which the anterior chamber 
became shallow in the postoperative course 
and this occurred following suture removal. 
There was no other instance of shallow or 
flat anterior chamber and, in no case, did 
wound separation, prolapse of the iris or stitch 
abscess occur. 


In Keratoplasty 


In the corresponding period of time we 
have used plain and chromic catgut sutures 
in 23 keratoplasties. Nineteen of these were 
penetrating and 4 were lamellar grafts. The 
smallest graft done was 7.5 mm. and the lar- 
gest was 10 mm. The grafts were done for a 
variety of disorders including metaherpetic 
keratitis, keratoconus, Fuchs’ dystrophy and 
corneal scarring following a previously un- 
successful graft. Three grafts were done for 
perforating corneal ulcers and in these gly- 
cerol frozen donor material was used. Chromic 
catgut sutures were used in 13 operations and 
plain in 10. 


Surgical Technic. All operations were done 


under local anesthesia with a modified Van 
Lint lid block and retrobulbar injection of 2 
cc. of 2% xylocaine containing 7 T. R. units 
of hyaluronidase. Both lamellar and pene- 
trating grafts were done with technics pre- 
viously described by us.‘ The donor material 
in each instance was placed in a glass-capped 
weighing bottle containing the patient’s serum 
while the recipient wound was being pre- 


TABLE 1 


TECHNICAL RESULTS IN 47 CORNEAL LACERATIONS 
REPAIRED WITH CATGUT SUTURES 
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Number Per Cent 
Moderate scarring 32 74 
Minimal scarring 11 26 
Anterior synechiae ll 26 
Vascularization of scar 10 23 
Shallow anterior chamber 1 2 
Flat anterior chamber 0 0 
Wound disruption 0 0 
Enucleated prior to final result 4 9 
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pared. Grafts were sutured directly into place 
using 6-0 sutures of the selected material. An 
attempt was made to place the suture through 
half the thickness of donor and recipient cor- 
nea and to include approximately 1 mm. of 
tissue in each bite. All sutures were triply 
tied so the cut ends lay at right angles to the 
axis of the wound. 


Dressings were changed daily after opera- 
tion, and patients were discharged from the 
hospital on the twelfth postoperative day. 

Postoperative Course. This was unevent- 
ful in all but one patient. In this patient a 
penetrating graft, utilizing glycerol frozen 
donor material was done for a perforated cor- 
neal ulcer. On the third postoperative day, 
wound separation developed as a result of 
large hemorrhage in the wound occurring at 
the site of preoperative vascularization in the 
recipient cornea. A secondary repair was done 
using 6-0 plain catgut sutures, and subsequent 
wound healing was uneventful. 

Several patients complained of the sensa- 
tion of a foreign body when the sutures re- 
mained in place for prolonged periods of 
time. Two sutures which remained in place 
for 64 days were removed for this reason, and 
one suture which came untied at 28 days was 
removed. 

The remainder of the complications are 
summarized in table 2. Vascularization of su- 
ture tracks occurred in 8 patients and vas- 
cularization of the graft in 5 patients. All of 
these 5 patients had preoperative vasculariza- 
tion of the recipient cornea. Anterior sy- 
nechiae occurred in 5 patients but in only 
one patient was synechiotomy necessary. One 
patient developed a shallow anterior chamber 
on the twelfth postoperative day, and _ this 
cleared quickly with pressure dressings. One 
patient developed a filtering bleb at the lim- 
bus from a deeply placed suture brought out 
through the sclera, but this has proved of no 


TABLE 2 


COMPLICATIONS IN 23 KERATOPLASTIES 
WITH CATGUT SUTURES 


Per Cent 
35 
21 
21 
4 


Number 


Vascularization of suture tracks 
Anterior synechiae 
Vascularization of graft 
Shallow anterior chamber 

Flat anterior chamber 

Wound disruption 
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FIG. 1, A 


Seven mm. corneal laceration repaired with two 6-0 plain 
catgut sutures. 


consequence. There was no other instance of 
flat anterior chamber or wound disruption. 


Discussion 


The advantages of absorbable sutures in 
the closure of clear corneal wounds are ap- 
parent to most ophthalmologists. The re- 
moval of silk sutures from corneal wounds is 
a procedure which is at times more difficult 
than the initial operation and one which at 
times may lead to flat anterior chambers or 
actual wound disruption. In children the re- 
moval of silk sutures from corneal wounds 
usually necessitates a second general anesthetic 
with the attendant risks that most of us 
would like to avoid. Most of these difficulties 
can be avoided with the use of catgut sutures. 

Ophthalmologists have been reluctant to 
use catgut sutures in corneal surgery despite 
the fact that sutures of similar material are 


FIG. 1, B 


One month postoperative showing small amount of corneal 
scarring. 


CATGUT SUTURES IN CORNEAL SURGERY—McPherson 


and Grace 


FIG. 2, A 


Four days after a 9 mm. perforating corneal graft. All 
6-0 plain catgut sutures are in place. 


now widely used in muscle and cataract sur- 
gery. The general feeling seems to be that 
catgut sutures in clear cornea may produce 
undue corneal scarring, unpredictable wound 
healing and may disappear at irregular in- 
tervals. 

In our hands the first two of these objec- 
tions have been unfounded. The amount of 
crosshatch corneal scarring that has occurred 
has been no more marked than we have ex- 
perienced with the use of silk sutures (Figs. 
1 and 2). In addition, wound healing has been 
as good as we experienced with silk in similar 
wounds and better in that the wounds need 
not be disturbed for secondary removal of 
sutures. The single fact that 47 corneal lacera- 
tions have been repaired with no single in- 


Three months postoperative showing small amount of cor- 
neal scarring. 
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stance of wound disruption indicates that 
healing in wounds repaired with this material 
is satisfactory. 

We have previously reported studies of the 
rate of disappearance of plain and chromic 
catgut sutures from clear corneal wounds.? 
At that time we reported that with plain cat- 
gut the time of disappearance of the suture 
varied from 5 to 38 days and with chromic 
catgut from 8 to 64 days. The average time 
of disappearance for plain catgut was 15 days 
and for chromic catgut 28 days. In the present 
series, disappearance time was found to rough- 
ly parallel that of the original series. Again 
it was found that the time of suture dis- 
appearance was unpredictable. However, it 
was necessary to remove one or more sutures 
from only 5 of 47 patients with corneal lacera- 
tions and 4 of 23 patients with corneal grafts. 
In no instance did sutures disappear so quick- 
ly that wound separation occurred. 

In our hands the use of catgut sutures in 
the repair of clear corneal wounds has been 
a satisfactory procedure which has eliminated 
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many of the complications encountered with 
silk. 


Summary 


1. The results of the use of plain and 
chromic catgut sutures in the repair of 47 
corneal lacerations and 23 keratoplasties are 
reported. 


2. No instance of poor wound healing oc- 
curred that might be attributed to the use 
of these sutures. 


3. Catgut sutures are proposed as a sub- 
stitute for silk in the repair of clear corneal 
wounds to eliminate the necessity for suture 
removal with its consequent hazards. 
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Psychosomatic Allergy: 


GEORGE J. STUART, M.D., Washington, D. C. 


THIs Is AN’ AGE OF LUNAR SpuUTNIKS. It is an 
age of rapidly changing concepts in all fields 
of endeavor. In medicine, too, there have 
been many changes, one of which has been a 
wide swing toward psychic interpretation, as 
the cause of many diseases. How has this ef- 
fected the field of allergy? There is a minority 
of physicians who are very vocal, attempting 
to seed both the lay minds and the medical 
with the idea that all allergic symptoms are 
induced primarily by psychologic imbalance. 
For example, they have claimed that asthma, 
specifically, is caused by psychologic influences 
and is the causative factor for the first time 
in many patients. These claims that disturb- 
ances of an emotional nature cause repeated 
secondary episodes of asthma are made by 
psychiatrists and allergists, which are general- 
ly accepted. There are few physicians who 
treat allergic diseases who would deny that 
emotional imbalances are in some way re- 
lated to this group of illnesses. However, many 
competent physicians seriously question the 
sweeping generalizations that asthma arises 
primarily in mentally disturbed patients. 
There are many of us who know from actual 
experience in private practice that the greater 
number respond readily when treated strictly 
on an allergic basis. 

What are the theories that the psychiatrists 
and the analytic oriented allergist offer to 
support their views? The question we must 
ask ourselves is, how scientifically valid are 
they? 

There is the theory of fear of separation 
from the mother supported by Weiss,! French,? 
Miller, and Baruch.* French and _ others? 
studied eleven patients for six months with- 
out adequate controls and admitted to the 
theoretical nature of much of their data, but 
the material presented and the conclusion de- 
rived from this group is unsatisfactory. Miller 
and Baruch* reported 98% of a group were 
maternally rejected and could not express 
their hostility and by turning it inwardly pre- 


*Chairman’s Address, read before the Section on Allergy, 
Southern Medical Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 
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cipitated their attacks. These conclusions have 
been questioned because of the largely sub- 
jective nature of the material, which depends 
on the interpretation of play and the assump- 
tions that certain behavior is linked with cer- 
tain emotions and that the asthma attacks 
are causally related to the particular mother- 
child relationship. Jessner and _ associates* 
agreed with Miller and Baruch but felt it 
was only one aspect of a complex relationship. 

Two prominent psychiatrists, Ziskind® and 
Levy,® have commented on the fallacy of ma- 
ternal rejection and noted that in itself ma- 
ternal rejection is a universal characteristic 
of our society. All of us have been accepted 
and rejected by our parents at different times. 
Although the problem becomes one of quan- 
titive evaluation, there are no such means 
available for accurately measuring these phe- 
nomena. 

Another theory, presented by Bacon," is that 
asthma, caused by a neurosis, is a response 
to unconscious fears of assault upon the 
respiratory apparatus, and the physiologic 
changes that accompany it are attempts to 
ward off that assault. Aggressive excretory 
fantasies sensitize the respiratory tract and 
asthma can be precipitated by aggression from 
a primitive superego or from an environment- 
al equivalent. 

Abramson,’ on the basis of psychoanalytic 
studies of allergic individuals, postulated the 
syndrome of engulfing parents. He feels that 
the theory of maternal rejection often is not 
only incomplete but may frequently be mis- 
leading in the attempt to understand and 
treat the severe and protracted allergic mani- 
festations in children and adults. In some 
cases where the allergic process persists, as in 
severe eczema or uncontrollable asthma, the 
disturbance in the parent-child relationship 
is not parental rejection but rather mutual 
engulfment. Rejection subsequently may en- 
sue, when mutual engulfment fails to satisfy 
the patient’s needs. 


Wolf felt that the allergic reaction of the 
upper respiratory tree is a defensive one of 
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shutting out by bronchospasm and washing 
away by excretion. 

The separation of parent and child has 
coined a denotation by Peshkin® of parentec- 
tomy. Here chronically ill, incapacitated chil- 
dren had spent several years at a home in 
Denver and had returned improved. It showed 
the need for separating these ill children 
from their parents. Were the results, however, 
all due to psychosomatic changes or to other 
factors as well? 


Do we really have a characteristic allergic 
personality which is basically one of a dis- 
turbed emotional individual? I believe we 
do not and my experience leads me to feel 
that in spite of the disturbed personality, 
the illness can be helped by basic immunologic 
methodology in the majority of cases. 

Let me cite a few examples for you, which 
I have gathered at random from my practice. 
Some of these individuals were first treated 
by the usual tried methods, and then their 
emotional backgrounds were later studied and 
recapitulated. 

These are three cases of severe chronic 
urticaria which by their duration of over six 
months would lead one to believe that they 
were basically emotional. 

First, a severely depressed minister, Mr. E. 
L., in his late sixties who had lost his wife, 
his original home, and had remarried. He 


was very unhappy with his new home and- 


his marriage. He felt extreme guilt about 
having remarried. Yet on an elimination diet, 
he was found sensitive to wheat and his hives 
completely cleared, but his depression con- 
tinued. I was unable to change that phase 
one iota. 

Second, a girl of 12, J. S., immature for 
her age, an over-protected, easily upset, sen- 
sitive, only child, was found to be allergic 
to aspirin; all her urticarial symptoms dis- 
appeared upon its elimination. Again nothing 
was changed about her unfortunate emotion- 
al problems. 

Third, a physician’s wife, Mrs. J. A., had 
been badly injured in an automobile acci- 
dent and had had a severe concussion and 
fractured pelvis. Rehabilitation was slow and 
painful. Her husband coerced her into re- 
turning to his office to help him and to type 
all of his correspondence. He felt this would 
be important for her rehabilitation. When 
interviewed she was very hostile toward him 
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for doing this and it was again expressed 
when I called him into the office to hear her 
side of the story. I felt sure the cause must be 
emotional. He became very angry and I was 
forced to try a new track to gain time, and 
started her on elimination diets. These were 
of no avail and I could not get through to 
her husband to allow her to go at her own 
pace. In desperation the thought did occur 
to me to try the infectious angle. I convinced 
her husband that we should have another 
physical examination with urine and blood 
studies, which he opposed at first as this had 
been done just a month ago. To my surprise, 
we found her urine loaded with white cells. 
Her hives promptly cleared on treatment with 
Gantrisin as her urine returned to normal. 
In going back over her history she had trouble 
with her bladder following the automobile 
accident, but at the time she was seeing me, 
had not had any recognizable symptoms. 

The next case is that of Mrs. B. H., a 34 
year old housewife, who had severe bronchial 
asthma for several years. Studies revealed 
pollen sensitivity during the entire summer 
months, with difficulty with dust in the win- 
ter. She was started on immunization and 
responded promptly and has continued to do 
so for over a year and a half. In going back 
over her history, I found out she was a 
chronic alcoholic, disliked and rejected by 
her husband and was having an extramarital 
affair for the past three years. She has two 
children. In spite of all this and severe feel- 
ings of guilt, she responded well to treat- 
ment. Here again nothing had been done 
concerning her difficult psychosomatic prob- 
lems before her asthma was treated. 

Then there is Mr. J. E. who had had 
bronchial asthma for the past 20 years. How- 
ever, during his greatest emotional distress, 
which lasted about two years while struggling 
for a divorce, he was free of asthma. Last 
year his hay fever and asthma returned to 
upset him a great deal and he began treat- 
ment because of this. This pollen season he 
has done very well with immunization. Again 
in this case, it is difficult to explain on a 
psychosomatic basis why there were no hay 
fever or asthmatic symptoms during the time 
that he was having most of his emotional 
turmoil, and was having symptoms when he 
was relieved of these. 


Another case of severe bronchial asthma in 
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Miss A. G., a single government secretary, 
who had enjoyed living abroad but had a 
great deal of asthma while there. She was 
transferred to Washington, D. C., which 
caused her a great deal of unhappiness and 
frustration. She had very few dates in this 
city, over-populated with girls. In Europe 
this was no problem and she had been happy 
there. Her asthma, which had started as a 
seasonal grass problem, became perennial 
when I saw her. With intensive immunization 
to dust, mold, and grasses, her asthma was 
brought under excellent control without any 
psychic therapy. 

Finally, one case of severe allergic rhinitis 
in Mrs. E. H., who is very unhappily married 
and who has constantly thought of leaving 
her husband because she could not get along 
with him and who treated her with complete 
indifference. He even kept a dog in their 
bedroom, because he knew it disturbed her 
a great deal. She was brought under control 
with dust, mold, and dog dander. Although 
she is still very unhappy in her domestic 
situation, she is free of nasal symptoms. 

This is not to imply that the psychic fac- 
tors do not influence allergic illness. There 
is a very close relationship between soma and 
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psyche. The patient deserves the relief he 
might obtain from an allergic investigation, 
immunization, and medication. The focusing 
of his attention only on emotional factors in 
his illness may direct the patient away from 
adequate medical treatment. The protracted 
allergic illnesses are basically immunologic 
problems, but if during the course of treat- 
ment, these immunologic problems are in- 
adequately resolved, the entire picture might 
be distorted due to psychologic disturbances 
which secondarily intervene. It is important 
to pay attention to the entire individual body 
and mind and not just one aspect. 
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PsEUDOXANTHOMA ELASTICUM has long been 
recognized as a systemic disease involving pri- 
marily the skin, gastrointestinal tract, eye, and 
cardiovascular system. The cardiovascular in- 
volvement is manifested by weakness or ab- 
sence of peripheral pulses, intermittent clau- 
dication, premature medial calcification of 
peripheral arteries, coronary artery insuffi- 
ciency, hypertension, and congestive heart fail- 
ure. Valvular involvement of the heart is sel- 
dom mentioned. We describe here a patient 
with pseudoxanthoma elasticum and mitral 
valvular disease and comment on a possible 
relationship between these two entities. 


Case Report 
This 19 year old white woman had had easy fatiga- 


bility and exertional dyspnea since early childhood. . 


From age 14 until 17 she had three episodes of cardiac 
failure which necessitated hospitalization. In January 
1955, she was referred to the National Children’s Car- 
diac Hospital in Miami, Florida, for more definitive 
diagnostic studies. At that time she was found to have 
generalized cardiomegaly with a harsh flowing systolic 
murmur at the apex transmitted to the axilla and a 
nonradiating mid-diastolic apical rumble. The clinical 
impression was rheumatic heart disease with predomi- 
nant mitral insufficiency and mild mitral stenosis. 

Her hospital course was complicated with recurrent 
episodes of paroxysmal atrial tachycardia which did 
not respond adequately to digitalis, Procaine amide HC] 
cortisone, or quinidine therapy; it was finally con- 
trolled on a combination of digoxin and reserpine. 
After months of bed rest she was discharged essentially 
asymptomatic. The patient apparently continued to do 
well until mid-May 1957, when she gradually developed 
increasing extertional dyspnea, orthopnea, abdominal 
and pedal edema, palpatation, nausea, vomiting, and a 
nonproductive cough. She was admitted on June 2, 
1957, in acute congestive heart failure. 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical kg Fifty-Fourth Annual Meeting, 
St. Louis, Mo., Oct. 31-Nov. 

+From the Division of phi pare Dermatology, Department 
of Medicine, Tulane University School of Medicine, and the 
Charity Hospital of Louisiana at New Orleans, La. 


Pseudoxanthoma Elasticum Associated 
with Mitral Valvular Disease: 


HARRY YOFFEE, M.D., and VINCENT J. DERBES, M.D.,t New Orleans, La. 


She was an undernourished, chronically ill, cyanotic 
white woman in severe respiratory distress. Vital signs 
were: B.P. 110/80, P. 180 per minute and regular, 
T. 98.6°. Fundoscopic examination revealed angioid 
streaks radiating from the optic disk and old focal areas 
of chorioretinitis bilaterally. There was venous dis- 
tension in the neck. Scattered crepitant basilar rales 
were heard in the lungs. The P.M.I. was in the sixth 
intercostal space at the anterior axillary line. No thrills 
were palpable. P, was split and greater than A.. There 
was a grade IV harsh systolic blowing murmur at the 
apex transmitted to the left axilla and a nonradiating 
mid-diastolic decrescendo murmur at the apex. The 
mitral first sound was not increased and there was no 
opening snap. The liver edge was palpable, 4 finger- 
breadths. There was 1-+- pitting edema of both ankles. 
The peripheral pulses were normal. The skin of the 
neck was lax and slightly redundant. There were many 
linear 3 by 4 mm. yellowish papules arranged parallel 
to the skin folds on both sides of the neck and coalesc- 
ing in some areas to form short streaks. 

Roentgenograms showed diffuse cardiac enlargement 
with bilateral pulmonary congestion. The ECG. on ad- 
mission revealed a supraventricular tachycardia, ECG.’s 
after conversion to a normal sinus rhythm showed 
prominent peaked P waves in standard lead II with the 
precordial leads compatible with left ventricular hyper- 
trophy. Pertinent laboratory findings were as follows: 
Hgb. 15 Gm. per 100 ml.; RBC. count 4,900,000 per cu. 
mm.; E.S.R. 12 mm. per hr.; WBC. count 13,200 (seg. 
60%, band 6%, eos. 6%, lymph. 26%); urinalysis—color 
amber, pH acid, 1+-albumin, negative sugar, microscopic 
8 to 10 WBC. per hpf., occasional RBC.; circulation 
time 40 seconds; serologic tests for syphilis negative; 
fasting blood sugar 90 mg. per 100 ml.; serum protein 
6.40 Gm. per 100 ml. with an a/g ratio of 3.29/3.01; 
antistreptolysis titer 1:00; C-reactive protein 1+; urine 
and blood cultures negative. 

The patient had repeated episodes of supraventricu- 
lar tachycardia during her 5 months of hospitalization. 
After repeated trials of various medications it was 
found that a combination of reserpine and digitalis was 
the only consistently successful regimen to control the 
heart rate. It is interesting that during an attempt to 
push reserpine dosage to a maximal effective limit the 
patient developed basal ganglion signs consisting of 
involuntary resting tremors, urinary incontinence, and 
emotional lability which disappeared on lowering the 

reserpine dosage. Roentgenograms showed a cardio- 
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thoracic ratio of 16 to 26 with definite evidence of right 
ventricular enlargement, minimal left ventricular en- 
largement, and increased pulmonary vascular markings. 
There were no calcifications within the valves. Fluor- 
oscopy confirmed this with the added observation of left 
atrial enlargement. A skin biopsy showed a scant peri- 
vascular infiltrate of chronic inflammatory cells in the 
papillary dermis and upper reticular dermis. In the 
middle to upper third of the reticular dermis the nor- 
mal collagen pattern was obscured by granular fibril- 
lary clumped fibers and dark blue almost opaque crys- 
talline material. The lower third of the reticular der- 
mis was normal in appearance. The histologic findings 
of this biopsy were consistent with the diagnosis of 
pseudoxanthoma elasticum. 


The patient was placed on absolute bed rest, low 
sodium diet, reserpine and digitalis. She gradually be- 
came asymptomatic and was discharged on Oct. 28, 
1957. The final diagnosis was pseudoxanthoma elasti- 
cum, mitral valvulitis (insufficiency and stenosis), and 
recurrent paroxysmal supraventricular tachycardia. 


Discussion 


The most prominent cardiovascular mani- 
festations of pseudoxanthoma elasticum are 
related to the pathologic involvement of the 
arterial system, primarily the so-called muscu- 
lar arteries. These changes consist of degener- 
ation of connective tissues in the arterial walls 
with secondary calcification and subsequent 
decrease in the caliber of the lumen of the 
affected vessels. Whether the basic tissue de- 
fect is in the elastic or collagen fibers is still 
unsettled. McKusick! offers evidence that this 
is primarily a dystrophy of collagen fibers. 
Whatever their origin, characteristic histologic 
changes have been described in the coronary, 
renal, pancreatic, uterine, cutaneous, mesen- 
teric and cerebral arteries.? Dilatation of the 
aorta is also a frequent occurrence. The most 
common cardiovascular changes described in 
the literature are those of intermittent claudi- 
cation, absent or decreased pulse waves in the 
extremities, premature calcification of the 
peripheral vessels as shown by x-ray and an- 
gina pectoris. Hypertension is also found in 
many of the reported cases*:#5 which left ven- 
tricular enlargement and cardiac decompensa- 
tion being attributed to the diastolic overload 
on the myocardium.® Many of these patients 
had systolic murmurs.® 

Our patient is interesting because her com- 
plaints were those of mitral valvular disease 
associated with recurrent congestive failure 
and episodes of paroxysmal tachycardia. Al- 
though it is realized that the mitral insuffi- 
ciency and stenosis seen in this patient may 
have a cause quite unrelated to pseudoxan- 
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thoma elasticum, there is clear evidence in the 
literature that valvular involvement may be a 
genuine component of this disease. ‘This could 
not be proved in our patient without histolo- 
gic examination of the cardiac tissues. Both 
endocardial and pericardial lesions histologic- 
ally resembling the changes seen in the skin 
have been described. In 1884, Balzer? reported 
on the autopsy findings of a 49 year old mason 
with pseudoxanthoma elasticum and advanced 
pulmonary tuberculosis. He found a whitish- 
yellow thickening of the right endocardial sur- 
face of the heart as well as several plaques on 
the trabeculae of both ventricles and on the 
pericardial surface, which histologically 
showed degeneration of elastic fibers. Mc- 
Kusick! described a 63 year old Negro with 
pseudoxanthoma elasticum who died from ac- 
cidental mercury poisoning. This patient had 
a loud blowing apical systolic murmur and 
numerous extrasystoles. At autopsy, the heart 
did not appear to be enlarged, however there 
was a yellowish thickening of the endocardium 
of the right atrium with peculiar nodular 
thickenings over the trabecular ridges. The 
posterior leaflet of the tricuspid valve had a 
smooth thickened, firm, rolled edge without 
excrescenses. The aortic leaflet of the mitral 
valve was similarly thickened at the edge and 
had marked calcific changes at its attachment. 
Histologically these changes were similar to 
those of Balzer’s case. In 1901, von Tannen- 
hain® described the autopsy findings on a 48 
year old woman with pseudoxanthoma elasti- 
cum. At autopsy she had a chronic mitral en- 
docarditis, myocarditis and generalized arteri- 
osclerosis. Unfortunately no clinical data 
were given in this report. Another autopsy 
study by Prick,? in 1938, described a patient 
with cardiac hypertrophy and thickened mitral 
valves with yellow-white patches along the 
surface of the valves. Finally Béck,® in 1938, 
described a patient (Case 1) with auscultatory 
mitral stenosis and pseudoxanthoma elasticum. 

The above pathologic and clinical findings 
strongly suggested that valvular disease can 
occur as a basic defect in pseudoxanthoma 
elasticum. It remained for Coffman and Som- 
mers!° to demonstrate beyond any doubt that 
this thesis is tenable. They reported the clini- 
cal and postmortem findings in a patient with 
pseudoxanthoma elasticum, who died in con- 
gestive failure due to mitral stenosis. Histolo- 
gic examination of the heart revealed degener- 
ation of elastic tissue in the endocardium of 
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the left atrium and in the valves and no evi- 
dence for rheumatic heart disease. The skin, 
blood vessels, and kidney sections also showed 
the changes of pseudoxanthoma elasticum. 
Five of their patient’s 6 children were avail- 
able for skin biopsies and all demonstrated 
some degree of elastic tissue change consistent 
with pseudoxanthoma elasticum. Three of the 
children also had evidence of valvular heart 
disease. Pseudoxanthoma should therefore be 
considered as a possible etiologic factor in ob- 
scure cases of valvular heart disease. 


There is one final point in our patient's 
history which deserves comment. Episodes of 
repeated paroxysmal tachycardia resistant to 
therapy such as this patient experienced have 
not been previously reported. 


Summary 


A patient with pseudoxanthoma elasticum 
and mitral valvular disease is reported; a prob- 
able etiologic connection between these two 
entities is suggested. 
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Discussion (Abstract) 


Dr. A. H. Conrad, Jr., St. Louis, Mo. Mr. Chairman, I 
should like to start by congratulating Dr. Derbes on his 
excellent paper. As you know, it is difficult to discuss a 
paper such as this, since it presents nothing but irrefuta- 
ble facts and observations. However, I do believe that it 
serves to add to our cognizance of the many systemic 
diseases and disorders which are often first signaled by 
cutaneous manifestations. It is in these disorders that 
a dermatologist may show that the practice of derma- 
tology is not one of self-limited diseases which routine- 
ly respond to lotions, salves and creams, as has been in- 
dicated by cartoons and jokes for many a decade. By 
careful observations made by students such as Dr. 
Derbes and others, we have learned to suspect and 
even to recognize many disorders which have not as yet 
shown the classic symptoms and signs. 


Probably the most widely known of these is acantho- 
sis nigricans, which can occur in patients suffering from 
abdominal malignancy. Then, there is the oral melano- 
sis associated with generalized intestinal polyposis, as 
described by Jeghers. The eruption of pellegra, the 
ulcers of diabetes, the cafe au lait spots and the tumors 
of Von Recklinghausen’s disease, the pruritis of early 
icterus, and blood dyscrasias are only a few of the many 
known. We could go on for quite a while listing such 
others as adenoma sebaceum and urticaria pigmentosa, 
but more important is the point in question that each 
eruption of the skin must be considered in the light of 
the entire patient and not as a disease of the skin alone. 

This paper should also point out to the internist that 
where intermittent tachycardia exists a search should 
be made for lesions of pseudoxanthoma elasticum. Of 
course, in the final analysis it remains for autopsy to 
prove the connection. 


In closing, I again wish to express my thanks to Dr. 
Derbes for his fine work and excellent presentation. 
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Lymphosarcoma of the Stomach: 


JAMES L. GUEST, JR., M.D.,f Nashville, Tenn. 


Introduction 


In January 1832, Thomas Hodgkin first re- 
corded his observations on lymphoid tumors. 
In the second half of the nineteenth century, 
with greater emphasis on basic pathology, the 
total concept of primary lymphoid neoplasms 
evolved. Virchow first used the word “lympho- 
sarcoma” in 1863. Sternberg and, later, Reed 
first described and segregated Hodgkin’s dis- 
ease from the general class of lymphoid tumors 
in 1898. As experience accumulated it be- 
came apparent that this class of diseases could 
present a great variety of clinical and patho- 
logic manifestations. At the turn of the 
century no intelligent effort at treatment had 
been made. As surgeons developed in their 
art and became less fearful of the serous 
cavities, the idea of resecting localized forms 
of intestinal sarcoma developed. Early at- 
tempts were accompanied by disappointment 
and failure. 


The first apparent successful extirpation of 
a lymphosarcoma of the stomach was in 1914. 
The patient was reported well and free of 
recurrent disease 19 years later by Jones and 
Carmody. Since then numerous separate 
small series of cases have been reported. This 
paper is a general review of the entity and a 
summary of the entire experience of the Van- 
derbilt University Hospital and the Thayer 
Veterans Administration Hospital, Nashville, 
Tennessee, from the year 1948 through 1959. 


Classification of Lymphoid Tumors 


The effort to classify these neoplasms began 
in the late 1800’s and continues to the present 
day. No single clinical or pathologic classifi- 
cation has appeared which is universally ap- 


tFrom the Departments of Surgery and Pathology, Vander- 
bilt University School of Medicine, Nashville, Tenn. 


A Review and Analysis of Twenty-One Cases 


The importance of diagnosis is stressed for this rare gastric tumor. Its sensitivity to irradiation 
makes a diagnosis imperative, even in the inoperable tumors encountered at laparotomy. 
Many years may be added to the patient's life by proper management. 
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plicable. The lymphoid tumors are now 
thought by some to represent a continuum of 
separate interrelated diseases. Two or more 
different cell types may frequently be ob- 
served in the natural course of the disease in 
the same patient.” 


Some pathologists group all types of 
lymphoid neoplasm together, calling them 
simply lymphomas. Still others find micro- 
scopic criteria for forming many different 
categories, using descriptive terms such as 
small cell lymphosarcoma, large cell lympho- 
sarcoma, lymphoblastic lymphoma, follicular 
lymphoma, etc. The fundamental controversy 
centers around the question of whether the 
reticulum cell and the lymphocyte have a 
common progenitor or whether they represent 
a separate and distinct cell type. For clinical 
purposes the following classification is simple, 
straightforward and widespread in use: 

1. Lymphocytic lymphosarcoma. In this 
tumor the cellular infiltrate is composed of 
mature lymphocytes. The cells are small or 
medium sized, measuring 4 to 5 micra in 
diameter. The nuclei contain darkly staining 
chromatin and one to two nucleoli. There is 
a narrow rim of dark blue cytoplasm. 

2. Reticulum cell sarcoma. The cells in 
this neoplasm are larger, measuring from 12 
to 16 micra in diameter. The nucleus is 
larger and paler staining with eosinophilic 
nucleoli. The cytoplasm is more abundant 
and often irregular. It is quite eosinophilic. 
Reticulum fibers can be seen sometimes in 
abundance, especially if special stains are used. 

8. Hodgkin’s disease. This tumor shows 
mixtures of both large and of small cell types 
and the large, multinucleated Reed-Sternberg 
cell. Hodgkin’s disease is also characterized by 
considerable fibrosis and large numbers of 
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TABLE 1 


Lymphosarcoma of the Stomach Cell Type 
Lymphocytic lymphosarcoma 

Reticulum cell sarcoma 

Hodgkin's disease 


Total 


eosinophils and plasma cells. In _ gastric 
tumors the presence of the latter two cell 
types is difficult to interpret because the 
normal gastric mucosa often shows dispro- 
portionately large numbers of these cells.* 


Relative Frequency 


The relative frequency of each cell type in 
lymphoid tumors varies considerably in each 
series according to the type of pathologic 
classification used. Generally lymphocytic 
lymphosarcoma is most common, followed by 
reticulum cell sarcoma and Hodgkin’s dis- 
ease in descending order of frequency. Table 
1 shows the distribution of our cases according 
to cell type. 

Lymphosarcoma constitutes from 2 to 5% 
of all malignant neoplasms of the stomach, 
according to most series.*-6 It occurs from 1.5 
to 2 times more frequently in men than in 
women. Our series shows a preponderance of 
males because many of our cases are veterans 
who are all men. The majority of individuals 
afflicted with these tumors fall into the 40 


to 60 year age group corresponding generally 


with the age group of gastric carcinomas. 
Lymphosarcoma may, of course, occur at any 
age and, indeed, if a large gastric mass is 
present in a younger person, one should think 
of a mesodermal tumor. In our group of 21 
patients the youngest was 32 years of age, the 
eldest, 73 years old, with an age distribution 
as shown in figure 1. 


FIGURE 1. AGE INCIDENCE IN PRIMARY LYMPHOSARCOMA OF THE STOMACH 
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Pathology 


A. Basic Lesion., Anatomically ‘the mu- 
cosa of the stomach is permeated with tiny 
lymphatic trunks which drain into a promi- 
nent submucosal plexus. Collecting trunks 
pass from this plexus through the muscular 
layers of the stomach into another plexus in 
the serosa. From here the lymphatic pathway 
proceeds to the regional nodes.” The lympho- 
sarcoma usually begins with the development 
of a cellular infiltrate in the submucosa. The 
tumor expands in the submucosa forming a 
soft infiltrate which displaces the surrounding 
tissues rather than destroying them. Fibrosis 
occurs very late. The muscularis mucosa is 
preserved even with extensive infiltration. 
For these reasons such things as perforation, 
massive hemorrhage and obstruction, so com- 
mon in gastric carcinoma, are not seen until 
quite late in lymphosarcoma of the stomach. 
The clinical phenomena presented depend 
upon the manner in which the infiltrate in 
the submucosa expands. 

B. Gross Pathology. (Fig. 2) The tumor 
may present three basic lesions. Often an in- 
dividual tumor may present a combination of 
any or all of the following separate processes: 

1. A diffuse permeation through the 
stomach lining dissecting the mucosa from the 
muscle layers, often presenting as a marked 
hypertrophy of the rugae of the stomach. 

2. A more localized growth causing the 
mucosa to project into the gastric lumen 
forming polypi and nodules. 


3. A rapidly growing infiltrate which 


FIGURE II. PATHOGENESIS OF PRIMARY LYMPHOSARCOMA OF THE STOMACH 


(1) NORMAL (2) BASIC LESION (3) RUGAL HYPERTROPHY 


(4) POLYP AND NODULE (3) ULCER FORMATION 
FORMATION 
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interferes with the nutrition of the mucosa, 
causing single or multiple ulcerations. 


The submucosal extension of the growth 
may extend beyond the pylorus. As was shown 
by Martin,® a large proportion of lympho- 
matous tumors (25%) cross the pyloric chan- 
nel to involve the duodenal lymph nodes. In 
carcinoma extension across the pylorus is less 
likely to occur (5%). 

These tumors are usually of a rubbery, 
firm consistency. On section they vary from 
light yellow to gray in color. Necrosis and 
hemorrhage are distinctly uncommon. There 
are no gross features which suggest a specific 
cell type. All of the three main varieties of 
lymphoma may look exactly alike or may 
resemble carcinoma. 


The most important point to be empha- 
sized is that these tumors often cannot be 
differentiated from carcinoma, especially the 
softer varieties of polypoid carcinoma or the 
linitis plastica type of cancer. The simple 
procedure of biopsy may determine whether 
or not x-ray treatment is indicated. The 
omission of a biopsy in an apparently in- 
operable neoplasm might deprive the pa- 
tient of a possible curative treatment. 


Clinical Manifestations 


There are no symptoms specific for gastric 
lymphosarcoma. Patients present a history 
which may suggest any type of upper gastro- 
intestinal disorder, such as peptic ulcer of the 
stomach or of the duodenum, gallbladder 
disease or hiatal hernia. The only clinical 
observation which might elevate the index of 
suspicion is the relative scarcity of symptoms 
even in the presence of a large tumor. Anemia, 
cachexia, marked weight loss and digestive 
symptoms may be strikingly absent. McNeer® 
reported that all of the 5 year survivors 
among his patients had tumors larger than 
8 to 10 cm. and all of these were ulcerated. 


In our cases (Fig. 3) the statistical break- 
down of symptoms was no different from that 
of other comparable series. The commonest 
symptoms were epigastric pain (76%), vomit- 
ing (33%), and melena (28%). Weight loss 
of over 10 pounds was present in only 4 of 
our patients. 


The physical examination is usually not 
helpful. There is an occasional large mass or 


signs of peripheral extension of the tumor, 
such as pleural effusion or ascites. 
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FIGURE IL. SYMPTOMS AND SIGNS IN PRIMARY LYMPHOSARCOMA 
OF THE STOMACH 
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Gastroscopy 


Gastroscopy, a frequently neglected diag- 
nostic aid, is often helpful in the identi- 
fication of this entity. The following are a 
few features which have been said to be 
highly suggestive of or diagnostic of lympho- 
sarcoma: 

1. Granular appearing mucosa with pe- 
culiar highlights on dry mucous membrane 
suggesting “goose pimples” in the stomach 
lining.?° 

2. Submucosal nodularity with surround- 
ing abnormal looking mucosa. 

3. Multiple ulcerations. 

4. Giant rugal folds. 

The statement by Schindler! that “tre- 
mendous infiltration with protruding hemor- 
rhages, numerous folds and nodules is almost 
pathognomonic” should be borne in mind 
by the gastroscopist. 


X-ray Manifestations 

Although lymphosarcoma of the stomach 
can mimic any gastric pathology, the follow- 
ing findings are suggestive of the diag- 
nosis:3.8-12 

1. Extensive involvement with polypoid 
tumors. 

2. Multiple ulcerations. 


3. A localized tumor which is round and 
smooth. 


4. Multiple nodules with 
normal intervening mucosa. 


5. Lesions which cross the pylorus. 


6. Extensive appearing lesions through 
which peristaltic waves still pass. 


apparently 


Treatment 


All lymphoid tumors of the stomach are 
radiosensitive to some degree, the more dif- 
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ferentiated the cellular type, the more re- 
sponsive the tumor to x-ray treatment. Sur- 
gical excision alone has been proven to give 
spectacular cures in some cases. Treatment 
by x-ray alone has been suggested principally 
by Burnett!® on the basis that x-ray treat- 
ment of localized lymphosarcoma elsewhere 
has given good results. This author pointed 
out that most cases treated with x-ray alone 
have already been surgically explored and 
found to have an unresectable lesion or have 
been denied surgery because of far advanced 
disease. Neither form of treatment produces 
much benefit in these situations. The entity 
is so uncommon that no series is large 
enough to show any real statistical advantages 
of either form of therapy alone. There is in 
practically every series an occasional case 
which shows a rather striking response to 
irradiation. 

Generally, if the patient has residual tumor 
known to have been left following operation, 
x-ray therapy is advised by everyone. If it 
seems that all the tumor has been removed, 
the opinion varies. Some advocate post- 
operative x-ray treatment to eradicate any 
unrecognized residual neoplasm. Others be- 
lieve that the prognosis would not be greatly 
altered if the recurrences are treated when 
they are recognized clinically. 


Our series is also too small to show any 
valid advantages of combined therapy over 
that of resection or of irradiation alone. 
Most surgeons at our institutions favor the 
use of routine postoperative x-ray treatment 
for the following reasons: 

1. The morbidity from the x-ray therapy, 
though appreciable, is not often permanently 
incapacitating. Hemorrhage and perforation 
of hollow viscera have been reported follow- 
ing x-irradiation but are not common with 
modern technics of fractionated x-ray therapy. 

2. The inability of the pathologist and 
of the surgeon to determine the absolute ex- 
tent of the disease is common. 

3. A diagnosis of recurrence may not be 
made until the process is too far advanced 
for effective regional irradiation therapy. 


Results of Treatment 

The 5 year survival rate for primary lym- 
phosarcoma of the stomach in other series 
has varied from 10.5 to 52.4%, depending 
largely on the size of the series.3:6 Snoddy 
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TABLE 2 


SUMMARY OF RESULTS OF TREATMENT 
PRIMARY LYMPHOSARCOMA OF THE STOMACH 


A. Living without recurrence—12 patients 


Length of 
Patient Age Sex Cell Type Therapy Follow-up 
ER.C 57 M_  R.C.* Surgery + X-ray 6 yrs. 
1.B. 58 R.C. Surgery + X-ray yrs. 
A.W. 44 M RAC. X-ray only 5 yrs. 
W.G.T. 55 F L.C.** Surgery+ X-ray 34% yrs. 
DCP. 56 M LC. Surgery only yrs.t 
S.P. 62 M LC. Surgery + X-ray 2 yrs. 
M.H. 53 M RC, Surgery + X-ray 14% yrs. 
X-ray only 1 yr. 
S.L.M. 55 F L.c. Surgery + X-ray 5 mo. 
JJ.H. 50 M LC. X-ray only 3 mo 
RTP. M LGC. Surgery + X-ray 2 mo. 
M.K.M. 32 M_ Surgery only 1 mo.t 
B. Living with recurrence—1 patient 
F.G.R. 64 M LAC. Surgery + X-ray 2 yrs. 
C. Dead with recurrence—8 patients 
F RL. Surgery + X-ray 10 yrs 
M.E.T. 48 F H.D.t+ X-ray only 5 yrs. 
ck. 59 H.D. Surgery + X-ray 4 yrs. 
LEC. Surgery + X-ray 16 mo. 
E.F.R. 68 M_ RC. Surgery only 7 mo 
F.E.C. 54 M RC. X-ray only 3 mo. 
O.M.G. 66 M_ RC. Surgery only 3 days postop. 
R.W.V. 73 M_ RC. None Died day of 

admission 


*Reticulum cell sarcoma 
**Lymphocytic lymphosarcoma 

+Subsequently lost to follow-up 
+tHodgkin’s disease 


reviewed 474 cases in the world literature 
and arrived at the 10.5% figure for 5 year 
survivors. In our series (Table 2) there were 


TABLE 3 


TYPE OF TREATMENT RELATED TO SURVIVAL: 
PRIMARY LYMPHOSARCOMA OF THE STOMACH 


Patient 
A. Total Gastrectomy 
L.V.P. 


E.F.R. 


B. Radical Subtotal Gastrectomy 


LB. 5 yrs., 6 mos. 
A.W. 5 yrs. 
M.H. 1 yr., 6 mos. 
R.P. 2 mos. 
O.M.G. 2 das. 


Mean— 2 yrs., 5 mos. 
C. Standard Subtotal Gastrectomy 


E.R.C. 6 yrs. 
C.K. 4 yrs. 
W.G.T. 3 yrs., 6 mos. 
D.C.P. 3 yrs., 6 mos. 
F.R. 2 yrs., 8 mos. 
$2. 2 yrs. 
T.¥.jJ. 1 yr., 4 mos. 
S.L.M. 5 mos. 

Mean— 2 jyrs., 11 mos. 

D. X-Ray Only 
M.E.T. 5 yrs. 
1 yr. 
F.E.C. 3 mos. 
J.J.H. 3 1nos. 
1 
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5 patients whose course was followed longer 
than for 5 years and who survived for 5 
years. Two of these ultimately succumbed 
to tumor. Probably, as the length of our 
follow-up increases, more long-term survivors 
will result. The value of such a statistic is 
meaningless in a small group of patients 
but, perhaps, can serve to emphasize the 
better relative prognosis compared to car- 
cinoma of the stomach where the 5 year sur- 
vival rate approximates 5 to 10 per cent. 


The type of surgical treatment did not 
materially affect the ultimate outcome in 
our limited experience (Table 3). 

In this type of tumor the surgeon could 
feel justifiably less hesitant about cutting 
across tumor, since the patiert will receive 
other therapy which, in favorable circum- 
stances, might be curative. 


Summary 


A review of the pathology, symptomatology 
and diagnostic aspects of this class of neoplasm 
has been presented. 

An analysis of 21 cases has been presented 
from the combined experiences of the Van- 
derbilt University Hospital and the Thayer 
Veterans Administration Hospital, Nashville, 
Tennessee, from 1948 through 1959. 
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Conclusions 


Lymphosarcoma of the stomach may be 
indistinguishable from carcinoma of the 
stomach clinically. 


Because of the radiosensitivity of these 
tumors, the outlook with supposedly far ad- 
vanced growths is by no means hopeless if 
the patient is offered supplementary x-ray 
therapy. 
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Clinical Appraisal of a New Urographic 


Medium: A Comparison with Other Commonly 


Used Media 


LUCEIL B. NORTH, M.D.,t Atlanta, Ga. 


The pharmaceutical firms continue in their attempt to produce new agents which may be 
more efficacious or provoke fewer side effects. The author provides her experience 


with such a new contrast medium. 


INTRAVENOUS PYELOGRAPHY has become rou- 
tine procedure in the modern diagnosis of 
conditions related to the urinary tract. The 
principle factor in the widespread acceptance 
of this method has been the availability of 
new contrast agents that not only visualize 
the urinary tract satisfactorily but are also 
safe for use by the intravenous route. Promi- 
nent among the media which have found 
widespread use within the past few years 
are methylglucamine (Renografin 60%), dia- 
trizoate sodium (Hypaque 50%), and di- 
protrizoate sodium (Miokon 50%).1-7 Recent- 
ly a new contrast agent, identified as Reno- 
vist, was introduced for clinical trial. This 
is an aqueous solution of diatrizoate methy]l- 
glucamine and sodium, which contains ap- 
proximately 37% (9.3 Gm. per 25 cc.) of 
firmly bound iodine. Renovist is a modifica- 
tion of the Renografin formulation with a 
resulting viscosity lower than that of the 
latter which facilitates its administration. 
The present report concerns the results of 
a clinical trial of diatrizoate methylglucamine 
and sodium at this hospital in the routine 
examinations of patients referred to the De- 
partment of Radiology for intravenous pye- 
lography. Since similar studies had been con- 
ducted previously with Renografin 60%, 
Hypaque 50% and Miokon 50%, it was pos- 
sible to compare the urograms obtained with 
Renovist with those in the earlier series of 
patients examined with the other media. 


Method 


One hundred patients were examined with 
the new medium. Forty-seven were male and 


+From the Department of Radiology, Crawford W. Long 
Memorial Hospital, Atlanta, Ga. 
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53 were female, their ages ranging from 16 
to 70 years. All had been referred to the 
Department of Radiology for intravenous 
pyelography for various conditions. There 
was no attempt to select patients for the series 
except to limit the study to patients 13 years 
of age and older, and to exclude those with 
a history of bronchial asthma or of anaphy- 
lactoid reaction during a previous pyelo- 
graphic examination. Allergy reported by 
patients to drugs or sea foods as well as 
sensitivity reactions in preliminary tests with 
other media were recorded. Prior to examina- 
tion allergic patients received an intravenous 
injection of antihistamine, but a preliminary 
sensitivity test with diatrizoate methylgluca- 
mine and sodium (Renovist) was not per- 
formed in any case because of the admittedly 
poor correlation generally observed between 
such tests and subsequent reactions during 
examination.§ 

Except in cases of emergency, where prep- 
aration cf the patient was not feasible, each 
patient was given 2 fluid ounces of castor 
oil on the evening before pyelography and 
received only toast and coffee (one cup) or 
else nothing for breakfast on the morning 
of the examination. At examination, Reno- 
vist was injected into a large vein, usually 
in the antecubital region, through a 21 
gauge needle. During the initial phase of the 
study 20 cc., and later 26 cc. of the medium 
were administered. The time of injection 
varied from 1 to 3 minutes. Films were ex 
posed routinely at 8 and 15 minutes after 
the injection was completed, additional films 
being taken only as indicated after viewing 
the wet films. No abdominal compression 
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TABLE 1 
RENOVIST 

GRADE I GRADE II GRADE Ill GRADE IV TOTAL GRADES TOTAL GRADES 

Excellent Good Fair Poor 

Quality Quality Quality Quality I and Il III and IV 

Pyelograms Pyelograms Pyelograms Pyelograms 
Total cases 27 49 22 2 76 24 
Male 5 22 18 2 27 20 
Female 22 27 4 0 49 4 
Age range 
(years) 15-62 17-84 17-70 16-68 15-84 16-70 
Total reactions 10 12 7 1 22 8 
Male 0 6 5 1 6 6 
Female 10 6 2 0 16 2 
Nausea 5 6 5 1 ll 6 
Vomiting 0 1 0 0 1 0 
Sensation of 
heat 6 6 1 1 12 3 
Flushing 0 1 1 0 1 1 
Tingling 0 1 0 0 1 0 
“Choking” 0 0 0 1 0 1 


was used. After injection of the medium any 
obvious reactions of the patient, such as 
vomiting and flushing seen by the technician 
and any unusual sign or symptom observed 
by the radiologist, were recorded. Patients 
with previous allergies were questioned by 
the radiologist about subjective symptoms in 
such a manner as to avoid suggestion. 

After the examination of all of the patients 
in the series had been completed, five con- 
sulting radiologists participated independent- 
ly in a comparative evaluation of the pye- 
lograms obtained with Renovist in the present 
series with those in earlier series of patients 
similarly examined with Renografin 60%, 
Hypaque 50% or Miokon 50% (Table 1). A 
total of 400 films was reviewed by each exami- 
ner, 100 of the 400 films having been made 
with each of the four contrast agents respec- 
tively. Each film was evaluated individually 


by the several examiners who, at the time, did 
not know which contrast agent had been ad 
ministered, and a rating from Grade I to 
IV was assigned to each film with Grade I 
representing “excellent” quality, Grade II 
“good,” Grade III “fair” and Grade IV 
“poor” quality. Though the films were 
judged on the basis of the density exhibited 
as well as the degree and extent of opacifica- 
tion of the urinary tract attained, such fac- 
tors as obscuring shadows and variations in 
technic were also considered. The ratings for 
each study were then compiled and averaged; 
the results are given in table 2. It is of in- 
terest that the grades assigned to each film 
by the several examiners rarely differed more 
than one point. 
Results 


Diagnostic films were obtained in 76 of 
the 100 patients examined with Renovist. In 


TABLE 2 
RESULTS IN 400 CASES EXAMINED WITH THE FOUR MEDIA UNDER STUDY 


(100 Cases Examined With Each Medium) 
Quality of Pyelograms* Number of Cases 
y Grade I Grade II Grade III Grade IV with Diagnostic 
Contrast Medium (Excellent) (Good) (Fair) (Poor) Films 
Renovist 27 49 22 2 76 
Renografin 60% 25 43 27 5 68 
Hypaque 50% 35 53 1l 1 88 
Miokon 50% 36 48 13 3 84 


*Grade I—Pyelograms approaching retrograde quality 
collecting system. 

Grade 11—Pyelo 
and quite acceptable. 


with visualization of the entire urinary tract including all of the upper 


grams showing less density with calyceal filling not as satisfactory as in Grade I but the films were diagnostic 


Grade 11I—Pyelograms with poor filling of portions of the collecting system or low density visualization. 


Grade IV—P 
was kidney function. 


yelograms showing only faint visualization of portions of the upper collecting systems indicating only that there 


182 SOUTHERN MEDICAL JOURNAL 


27 of the 76 cases, the films were classified 
as “excellent,” that is, the quality of contrast 
approached that seen in retrograde films 
with visualization of the entire urinary tract 
including all of the upper collecting system. 
The pyelograms in 49 of the 76 cases were 
considered to be “good” because they were 
quite acceptable and diagnostic in quality, 
although they showed less density and less 
calyceal filling with the medium than those 
graded as “excellent.” The films in the rest 
of the series were classified as “fair” in 22 
cases and “poor” in 2 cases. “Fair” pyelo- 
grams showed poor filling of portions of the 
collecting system with low density of contrast, 
while in “poor” examinations there was only 
faint opacification of portions of the upper 
collecting system which indicated only that 
the kidney was functioning. Neither fair nor 
poor pyelograms were judged to be satisfac- 
tory for diagnosis. One curious finding was 
the high percentage of fair and poor exam- 
inations among the male patients. Twenty 
of the 22 fair studies and both of the poor 
studies were obtained in male patients ex- 
amined with Renovist. Why this should be so 
is not clear from the findings. Since these 
males ranged in age from 16 to 70 years, ex- 
treme old age with its concomitant ailments, 
such as prostatic hypertrophy, apparently 
was not a factor. What other factors may 
have contributed to this pecularity has not 
yet been investigated. 

Renovist proved to be easy to use because 
of its low viscosity, and the freedom of the 
medium from crystallization in the syringe. 
The patients in whom extravasation occurred 
complained only of moderate pain at the site 
of injection and this was of short duration. 
No severe reactions of any type were noted. 
While reactions were experienced by 30 of 
the 100 patients examined, they were mild 
and caused only minimal discomfort. These 
reactions are given in the following tabula- 
tion: 


Side Reaction Number of Patients* 


None 70 
Nausea 17 
Vomiting 1 
Sensation of heat 14 
Flushing 2 
“Choking” sensation 1 


*More than one reaction occurred in several patients. 
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Discussion 


There is considerable information in the 
literature concerning the diagnostic quality 
of films made with various contrast media in 
intravenous pyelography. In recent papers! 
the consensus seems to be that the best films 
are obtained with the three media: Reno. 
grafin 60% (or Renografin 76%), Miokon 
50% and Hypaque 50%. From table 1 it is 
apparent that in our experience Renovist 
proved to be superior to Renografin 60% 
in the number of diagnostic films obtained. 
The greatest number of high quality films 
was obtained with Hypaque; Miokon rated 
a close second and Renografin 60% provided 
the least number of diagnostic films. Our 
experience is in general agreement with that 
reported by Bohne and Drew,’ though Utz 
and Thompson? found the reverse to be true, 
their best pyelograms being obtained with 
Renografin 60% (Table 3). It should be noted 
that the comparative evaluation in the present 
study is concerned solely with the quality of 
films obtained with the respective media, 
without consideration of the incidence of 
the reactions encountered. In the literature 
the rate of reactions reported with the sev- 
eral media has been consistently favorable to 
Renografin 60%. Side reactions have been 
recorded in this department since March 
1958, with each of the four contrast media 
studied. During this time, no major reactions 
have been noted with Renografin, Renovist, 
or Hypaque. Two cases of anaphylactic shock 
and one severe urticarial reaction have oc 
curred after Miokon was administered. The 
number and kind of reactions that were ob- 
served with the several media will be part of 
a future report of the results obtained with 
all contrast agents studied by this department 
over a period of two years, and further de- 
tails will not be given in the present report. 


Summary and Conclusions 


Diatrizoate methylglucamine and sodium, 
a new contrast agent for intravenous pyelog- 
raphy, has been evaluated in intravenous 
pyelographic studies in 100 cases. Diagnostic 
films were obtained in 76 cases, with films 
in 27 cases approaching retrograde quality, 
both as to the density of contrast and the 
extent of visualization shown. The films in 
49 of these cases were quite acceptable and 
diagnostic in quality although they showed 
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less density and less calyceal filling with the 
medium. The films in the remaining 24 
cases in the series were not diagnostic in 
quality. 

The medium proved to be easy to use be- 
cause of its low viscosity, without ready 
crystallization of the medium in the syringe. 
The patients in whom extravasation occurred 
complained only of moderate pain at the 
site of injection. No severe reactions of any 
type were noted. Reactions were observed in 
30 of the patients but they were mild and 
caused only minimal discomfort. These reac- 
tions included nausea, vomiting, sensation of 
heat, flushing and a “choking” sensation. 


The pyelograms obtained with the new 
substance have been compared with those in 
previous series examined similarly with the 
more commonly used contrast media. It proved 
to be superior to methylglucamine in the 
yield of high quality films, but the two media 
were comparable in the ease with which they 
may be injected and in the low incidence 
of side reactions encountered in their use. In 
our experience, a higher yield of pyelograms 
of superior quality has been obtained with 
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diatrizoate sodium and diprotrizoate sodium 
than with other contrast media. 
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Spontaneous Vesicointestinal Fistula: 


B. W. ANDREWS, M.D., S. F. WHITE, M.D., and 
Cc. C. WILSON, M.D., Kansas City, Mo. 


The authors present their series of cases of this unusual condition, describing the clinical 
condition, the diagnostic studies indicated and illustrate methods of treatment. 


VESICOINTESTINAL FISTULAS were first described 
in the second century. In 1888, Harrison 
Cripps! presented a description of this condi- 
tion, and his original article has been referred 
to in the literature many times since. 

Vesicointestinal fistulas are not a frequent 
finding. From 1951 to 1960, 74,732 patients 
were admitted to Kansas City General Hospi- 
tal, and we were unable to find a single 
instance of the lesion. Barnes and Hill? re- 
ported one case in 600 patients admitted 
with urologic diseases. 

The causes for fistula formation in order 
of frequency are as follows: (1) inflammatory, 
(2) neoplastic, (3) traumatic, and (4) congeni- 
tal. Congenital lesions are rare and associated 
with imperforate anus. We are not concerned 
with this classification in this paper. Fistulas 
attributed to trauma are the result of gunshot 
wounds, surgery, or foreign bodies which have 
been ingested or migrated from other areas 
of the body. Foreign bodies described in the 
literature are pins, needles, chicken bones, 
and even a dental plate. Occasionally these 
fistulas will heal spontaneously without surgi- 
cal intervention. Fistulas due to trauma vary 
from 4 to 18.7% in various series. Neoplasms 
causing vesicointestinal fistulas are most likely 
to be primary growths of the lower intestinal 
tract, or from the urinary bladder. Carcinoma 
of the rectosigmoid ranks first in frequency, 
followed by those found in the rectum and 
then the bladder.» The operative results 
where neoplasms are the basis of disease are 
not nearly so impressive as those due to in- 
flammatory diseases. Fistulas resulting from 
malignancies are usually a direct communica- 
tion between the intestinal tract and the 
urinary bladder. 


The inflammatory classification constitutes 
*Read before thé Section on Urology, Southern Medical 


Association, Fifty-Fourth Annual Meeting, St. Louis, Mo., 
Oct. 31-Nov. 3, 1960. 
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the largest group of causes of vesicointestinal 
fistulas. Most of these are due to diverticuli- 
tis of the colon, but other conditions causing 
fistula formation are regional ileitis (Crohn’s 
disease), appendiceal abscess, Meckel’s diverti- 
culum, tuberculous enterocolitis® and cystitis, 
vesical calculi, and actinomycosis.? It is in- 
teresting to note that at one time such con- 
ditions as syphilis, typhoid, gonorrhea, salpin- 
gitis, and amebiasis were recorded as etiologic 
factors. 


In instances in which diverticulitis is the 
offender, the age is usually between 40 and 
80 years, although both older and younger 
patients have been found. Mayo and Blunt,’ 
reviewed 202 cases of proven diverticulitis of 
the sigmoid colon and found fistulas in 46 
or 22.8 per cent. Reid and Workman? re- 
viewed 266 cases of diverticulitis requiring 
hospitalization and found the incidence of 
vesicointestinal fistula in 1.5 per cent. 

Fistulas are more common in men by an 
approximate ratio of three to one. This is 
explained by the fact that in women, the 
uterus and adnexa act as an anatomic barrier 
between the bowel and the urinary bladder. 
In cases where hysterectomy has been per- 
formed, fistula is more likely to occur. Sut- 
ton, in 1921, reported that vesicointestinal 
fistula was more common in women and listed 
the most probable etiologic factor as salpin- 
gitis. This is not true today. 

The symptoms follow the course or stage of 
the diverticulitis. In the early stages, fecal 
material and bacteria fill the diverticulum 
and an acute inflammation develops. A peri- 
diverticulitis and abscess then form and later 
rupture into the bladder, thus forming a 
fistulous tract from the bowel to abscess, and 
from the abscess to the urinary bladder. This 
may cause considerable confusion to the diag- 
nostician because this tract may remain open 
constantly or close intermittently, causing the 
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symptoms to subside. Recognition of an in- 
cipient fistula is important, and adequate 
surgical and medical treatment during this 
phase of the disease may prevent the fistula 
from occurring.!! The symptoms of prefistula 
formation, such as dysuria, urgency, tenesmus, 
frequency, a small bladder capacity, and oc- 
casionally hematuria, may be present weeks 
before the actual fistula develops. When 
there is actually a rupture into the blad- 
der, the patient may develop chills and fever 
in addition to the bladder symptoms.!? Dur- 
ing the prefistula stage the patient may com- 
plain of a dull, vague lower abdominal 
cramping, which seems to improve after the 
tract is established. Once this has occurred 
the symptoms become predominantly urinary. 

There are three findings which are of para- 
mount importance: (1) pneumaturia, (2) 
fecaluria, and (3) passage of urine from the 
rectum. Pneumaturia is considered diagnostic 
of vesicointestinal fistula in patients with 
diverticulitis until proven otherwise. Other 
conditions which will also cause passage of 
air from the urethra are yeast infections of 
the urinary tract, cystitis emphysematosa, and 
catheterization or instrumentation. It is the 
responsibility of the examining physician to 
inquire specifically of the patient in regard 
to the passage of air from the urethra, since 
most patients do not volunteer this infor- 
mation. A useful diagnostic aid employed by 
us has been to collect the urine by “under 
water technic,” with fluid displacement by 
air in a water filled inverted test tube,—thus 
collecting gas from the bladder. 

The passage of feces in the urine depends 
upon the size of the fistula. This is pathog- 
nomonic when found but is not always pres- 
ent, or it may be intermittent. Many fistulas 
are too small to allow fecal particles to pass, 
but will allow air to pass from the intestine 
into the bladder.5 In such cases it may be 
possible to detect a tooth paste-like extrusion 
of pus from the fistulous opening into the 
urinary bladder thereby confirming the 
diagnosis. 

The passage of urine from the bowel is less 
common than air from the bladder or feces 
in the urine. This may be explained by the 
increased pressure on the intestinal side and 
due to the fact that most fistulas are small 
and tortuous. 
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Diagnostic Aids 


It is agreed by all authors that cystoscopy 
is the most valuable single aid in making the 
diagnosis of vesicointestinal fistula. The 
typical findings are a circumscribed area of 
bullous edema and inflammation usually 
located on the left side of the bladder, if the 
disease is due to a diverticulitis, or on the 
right side of the bladder if it is due to ileal, 
cecal, or appendiceal disease. It is possible 
for the opening of the fistula to be located in 
such an area in the bladder that visualization 
with the right angle telescope is difficult or 
impossible, and the lesion can only then be 
seen with the foroblique optical system. 
When the lesion is suspected and not found 
at the original cystoscopic examination, re- 
peated cystoscopies are in order. In chronic 
cases there is often very little reaction around 
the opening into the bladder, and it is only 
by repeated and prolonged observation that 
air bubbles or particles of pus can be ob- 
served coming from the opening. Once the 
opening is located, a small ureteral catheter 
may be introduced into the sinus tract far 
enough to establish communication between 
the bladder and the bowel by the injection of 
opaque material. 

Cystograms have been found quite valuable 
in demonstrating extrinsic vesical pressure,'® 
but they are of little value in revealing a com- 
munication between the bladder and bowel. 

Methylene blue or indigo carmine have 
been injected into both bladder and rectum 
with subsequent visualization of it in the 
adjacent viscus. Hydrogen peroxide has been 
mixed with these agents and given as an 
enema followed by cystoscopic examination. 

Repeated feedings of charcoal or mineral 
oil enemas and recovery of the substances in 
the urine have also been suggested as possible 
diagnostic aids. 

Proctoscopic examination is of value in 
differentiating between carcinoma and diver- 
ticulitis but of little value in demonstrating 
the fistulous opening. The same is true of 
barium studies of the bowel. 

Biopsy of the bladder lesion may help in 
ruling out a neoplasm. 

Microscopic examination of the urine may 
be helpful in revealing pus cells and ur 
digested vegetable or starch particles. How- 
ever, it must be kept in mind that it is com- 
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mon for the pyuria to disappear with anti- 
biotic therapy only to recur again. In other 
cases the pyuria is completely refractory to 
treatment. 


Treatment 


Each patient must be treated as an indi- 
vidual and management may be either medical 
or surgical. The patients whose physical con- 
dition will not permit operation, or who re- 
fuse a surgical procedure must be treated 
with antibiotics and symptomatically. A few 
of these patients may live many years, as was 
pointed out by Duff't who recorded one pa- 
tient who survived 48 years. 


Conservative types of surgery have fre- 
quently led to recurrence of the fistula.’ If 
the process is acute and there is a large in- 
flammatory mass, it may be necessary to do a 
colostomy as a preliminary procedure. It is 
generally agreed that a complete resection of 
the fistula with a segment of diseased colon 
and bladder gives the best result. It is prefer- 
able to do this operation as a one stage pro- 
cedure without preliminary colostomy when 
feasible. However, many times this decision 
cannot be made until the patient is operated 
upon. A one stage procedure is becoming in- 
creasingly more popular because of better 
methods of preparing the bowel and regu- 
lation of fluid balance.*.§.15-18 There is con- 
siderable saving in hospitalization and 
morbidity when a one stage operation can be 
accomplished as compared to the multiple 
stage operations as sometimes performed. 

Case 1. A 69 year old white man was first seen on 
Aug. 4, 1948, with nocturia once every hour, relieved 
by sitting up. He complained of severe chills for 2 
weeks and had passed small amounts of blood on two 
occasions. During this time he had had three to four 
bowel movements a day, but denied diarrhea or tarry 
stools. For 10 days he noted gas passing from the 
urethra. Seven years previously a transurethral re- 
section of the prostate had been performed; no diffi- 
culty had been encountered in passing his urine since 
the operation. An occasional severe abdominal pain 
had been experienced radiating to the right inguinal 
area. 

Physical examination revealed a_ well-developed, 
well-nourished man, who did not appear ill. B.P. 
was 164/100, P. 92 and T. 99.2°F. A systolic murmur 
was heard in the aortic area, transmitted to the neck. 

Laboratory studies. Hgb. was 104 Gm., RBC. 
4,200,000, WBC. 27,650. The blood sugar was 100 mg., 
Phosphorous 32 mg., BUN. 28 mg., and Co, combining 
power was 35 vol. per 100 ml. Urinalysis showed a 
specific gravity 1.020, pH 5.5, albumin 2+, sugar 0, 
and microscopically the field was loaded with pus cells. 
Urine culture grew out Esch. coli. 
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Urologic consultation on August 13: The patient 
had 75 ml. of residual urine. Cystoscopic examination 
revealed a minimal amount of prostatic obstruction. 
As the cystoscope entered the bladder, a large amount 
of gas was released. Both ureteral orifices were enlarged 
approximately four times their normal size. It was 
impossible to detect the fistula with a right angled 
telescope, and it was only after the #24 McCarthy 
panendoscope was introduced that a small pin-point 
depression was located on the posterior surface of 
the dome of the bladder superior to the left ureteral 
orifice. Even knowing the location of the fistula, we 
were still unable to visualize the opening satisfactorily 
with the Brown-Burger cystoscope. With repeated 
filling and emptying of the urinary bladder, a grayish- 
white, stringy tooth paste-like material was detected 
coming from the tiny opening. A plain film of the 
abdomen demonstrated an outline of the bladder, 
ureters, and kidney pelves with air (Fig. 1). A cys- 
togram confirmed the reflux into the upper urinary 
tract (Fig. 2). An enema of indigo carmine and saline 
was given followed by cystoscopic examination, which 
proved to be of no help in the diagnosis. A barium 
enema confirmed the presence of many diverticula in 
the sigmoid and descending colon. 

Following medical treatment for the anemia and 
azotemia, a transverse colostomy was performed on 
September 13. On November 19, the adherent area be- 
tween the sigmoid colon and the bladder was sepa- 
rated. The colon showed a diverticulum extending 
through an epiploic appendage and communicating 
with the bladder by means of a sinus tract. The open 
portion of the diverticulum was closed with chromic 


FIG. 1 


Plain film showing a complete outline of the _bladder, 
ureters, and kidney pelves with gas from the intestinal 
tract by way of a vesicointestinal fistula. 
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Cystogram showing reflux up both ureters. 


catgut and the end was sutured back upon the colon 
to help close this defect. Complications prevented the 
successful closing of the colostomy, and after repeated 
attempts at closure, a fecal fistula to the skin remained. 


The BUN. remained elevated and the pyuria 
persisted. By Nov. 20, 1950, there apparently had 
been a recurrence of the vesicointestinal fistula, since 
the patient said he occasionally passed a small amount 
of gas at the end of urination. 

On two occasions in 1951, the patient was hospi- 
talized for uremia, hypertension, and cardiac decom- 
pensation. Each time, he recovered sufficiently to 
leave the hospital. We learned later that he died 
in October 1952. 

Case 2. A 73 year old white woman was first seen 
in the hospital on Aug. 14, 1954, complaining of 
fever, dysuria, hematuria, frequency, and passing 
small, brownish flakes in the urine. After cystoscopy 
we obtained a history of pneumaturia. At intervals 
over a 4 month period, she had vague pain in the 
lower abdomen and had been treated with antibiotics 
with periods of relief. Additional complaints were 
cough, dyspnea, edema of the ankles, occasional head- 
ache, and constipation. There was a history of two 
pregnancies without complications. A hysterectomy 
had been performed in 1924. 

Physical examination. P. was 76. B.P. 190/100, 
and T. 1014°F. She was a well-developed and nour- 
ished woman who did not appear uncomfortable. The 
examination was essentially negative except for a 
slight enlargement of the heart to the left and 
tenderness in the suprapubic area. 

Laboratory studies. Hgb. was 65%, RBC 3,000,000, 
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and WBC. 6,600, with neutrophils 59%, lymphocyte: 
37%, and monocytes 4%. Urinalysis showed a specific 
gravity of 1.010, pH 7, albumin 1+, sugar 0, and a 
sediment loaded with WBC. Upon numerous examina- 
tions, the urine was always loaded with pus cells. The 
N.P.N. was 25 mg., chlorides (whole blood) 430 mg, 
and the CO, combining power 64 vol. per cent. Total 
serum proteins were 6.2 Gm. with an albumin of 4.0, 
and globulin 2.2 Gm. per 100 ml. Potassium was 4.57 
mEq./L. 

At cystoscopy there was an area, the size of a silver 
dollar, on the left posterior surface of the dome of 
the bladder which showed marked injection and bul- 
lous edema. In the center of this was a grayish area 
in which a small, vermiform, grayish white, semisolid 
material was seen extruding through a small opening 
on one occasion. A #5 ureteral catheter would pass 
only 3 cm. Skiodan was injected through the ureteral 
catheter, demonstrating a sinus tract communicating 
between the urinary bladder and sigmoid colon (Fig. 
3). Lateral films were taken to better establish the 
position of this sinus tract. The upper urinary tract 
was normal. Cystograms in the AP and oblique view 
were of no help in the diagnosis. A barium enema 
revealed a short cecum and diverticulosis of the 
descending and sigmoid colon. 

After preparation of the bowel, the patient was 
taken to surgery on September 3. A #5 ureteral catheter 
was inserted up the left ureter prior to the ab- 
dominal exploration. The patient was _ explored 
through a midline suprapubic incision, and the sig- 
moid found firmly attached to the bladder in the 
region of the fundus, superior to the left ureteral 
orifice. When the bladder was opened, a demarcated, 


FIG. 3 


Demonstration of vesicointestinal fistula by injection of a 
radiopaque substance through a ureteral catheter threaded 
into the fistula a short distance at cystoscopy. 
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hemorrhagic, round area was noted. The peritoneum 
was then separated from the bladder, and the dis- 
eased area of the bladder removed. The fistulous 
tract was very short and appeared to be chronic in 
nature. This fistulous tract was resected from the 
sigmoid colon, and the colon closed with a purse 
string suture, reinforced by interrupted gastrointestinal 
sutures. The bladder was closed with chromic #0 
catgut suture after leaving a Foley catheter in for 
suprapubic drainage. The postoperative course was 
uncomplicated. 

The pathologist was unable to demonstrate the 
communicating fistulous tract, and the specimen was 
reported as inflammatory bladder wall. She was dis- 
charged from the hospital on Sept. 22, 1954, asymp- 
tomatic and voiding normally. 


Case 3. A 54 year old white man was admitted to 
the hospital on May 28, 1955, for recurrent urinary 
infections and recurrent epididymitis. The urinary 
infections were manifested by frequency every one- 
half to two hours, dysuria, and upon two occasions, 
hematuria. This was the third attack of epididymitis, 
which was described as occurring with the urinary 
infections. During the exacerbations he had been 
treated with antibiotics which gave him relief for a 
short period. 


Four years prior to this, an abscess had been 
drained in the suprapubic area. A cystoscopy re- 
vealed mild trabeculations and cellule formation of 
the bladder. A proteus organism was cultured from 
the urinary tract, with slight sensitivity to chloram- 
phenicol and streptomycin. The kidney pelves and 
ureters were essentially normal. A ligation of the vas 
was performed to prevent a recurrent epididymitis, 
and the patient was released from the hospital. Two 
months later he returned, and close questioning re- 
vealed the possibility of passing air from the urethra. 
We were unable to find the fistulous opening on 
subsequent cystoscopy. 

This patient did not return until May 21, 1957, 
when he admitted that pneumaturia had now become 
a common occurrence. At cystoscopy, a 2 cm. area, 
superior and medial to the left ureteral orifice, was 
found in which the mucosa was edematous and in- 
flamed though it appeared unbelievably normal be- 
yond this circumscribed area. In the center was a 
small, grayish spot which was believed to be the 
fistulous opening. The patient was admitted to the 
hospital on June 6. The physical examination was 
essentially negative. On the day following admission, 
and after considerable difficulty, a #4 pig-tail ureteral 
catheter was inserted far enough into the fistulous 
tract at cystoscopy to demonstrate a communication 
between the bladder and the sigmoid colon (Fig. 4). 

Laboratory studies. The PCV. was 39%, Hgb. 14.4 
Gm., and the WBC. 8,500, with filamented cells 65%, 
lymphocytes 33%, eosinophils 1%, and monocytes 1 
a cent. Urinalysis showed a pH of 5, specific gravity 
015, no albumin or sugar, numerous WBC. and pus 
clumps on microscopic examination. N.P.N. was 29 
mg. per 100 ml. 


Sigmoidoscopy was negative. X-ray film of the 
chest, I.V.P. and cystograms were negative. Barium 
enema revealed hyperirritability of the sigmoid colon 
in the region of the fistula. The bowel was prepared 
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FIG. 4 


The fistulous tract demonstrated by means of a ureteral 
catheter inserted far enough through the orifice so in- 
jected opaque material shows the communication between 
bladder and sigmoid colon. 


for operation, and on June 12, the fistulous tract 
was removed with a segment of diseased bladder 
and 17 cm. of the sigmoid colon, containing multiple 
diverticula. The bladder was closed with suprapubic 
drainage, and the sigmoid colon closed by end-to-end 
anastomosis without proximal colostomy. 

The operative course was uneventful. The wound 
was healed, and the patient was voiding normally 
several days before he was dismissed from the hos- 
pital, July 3. 

The pathologist reported that he was able to trace 
the fistula only for a short distance from each end 
due to the tortuosity of the tract. The tract was 
lined by a richly cellular granulomatous tissue. In 
one area of the diseased bladder mucosa, a pseudo- 
glandular transformation of the epithelium was noted. 

The last contact with the patient was on Sept. 
17, 1960, when he informed us that he was in perfect 
health. The urine had remained negative. 


Case 4. A 57 year old man was first seen on July 
8, 1958, with the complaint of vague, suprapubic dis- 
comfort and pain in the low back. He had had symp- 
toms of urinary obstruction such as stopping in the 
middle of urination, dribbling, frequency, dysuria, and 
pyuria for 6 months. His family physician had treated 
him with antibiotics, and his symptoms would come 
and go. A past history revealed that he had been 
in good health all his life until the present illness. 
Urinalysis revealed only a few scattered pus cells per 
high power field, but he had just completed a course 
of antibiotic therapy. Cystoscopy showed mild tra- 
beculation and an early prostatism, although the resi- 
dual urine was only 5 ml. During the next 4 months, 
he had several attacks of urinary infection which 
responded well to antibiotics. 


On November 18, the patient returned stating that 
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he thought he had passed air at the termination of 
urination. He was advised to enter the hospital but 
was reluctant to do so. On April 4, 1959, he devel- 
oped an epididymitis on the right side, and at this 
time we were able to confirm the pneumaturia by 
watching the patient void and collecting the urine 
under water. After a period of hematuria, he con- 
sented to be hospitalized on April 30, 1959. 

Physical examination revealed a_ well-developed, 
well-nourished man. B.P. was 110/70. The examina- 
tion was negative except for tenderness on deep 
palpation in the lower left quadrant and suprapubic 
area. The right epididymis was tender and enlarged. 

Laboratory studies. PCV. was 44%, Hgb. 148 
Gm. WBC. 9,800, with filamented cells 67%, non- 
filamented cells 31%, eosinophils 2 per cent. Urinaly- 
sis showed a specific gravity of 1.024, was negative for 
albumin and sugar, and on microscopic study showed 
15 to 20 WBC. per h.p.f. Blood sugar was 97 mg. and 
N.P.N. 33 mg. Serum albumin 5 Gm. and globulin 
1.7 Gm. per 100 ml. Serum potassium was 4.4 and 
chloride 97 mEq./L. 


Cystoscopy revealed a small opening in the lower 
portion of the fundus on the left side, and after 
prolonged observation, a small, worm-like extrusion 
of a grayish-white material was noted for a second to 
come from this orifice. There was only a slight red- 
ness of the bladder mucosa adjacent to this opening, 
and the rest of the bladder mucosa was essentially 
normal. A #4 ureteral catheter was inserted far enough 
up the tract for injection of Skiodan, demonstrating 
a fistula between the urinary bladder and sigmoid 
colon (Fig. 5). 

Chest x-ray film revealed an old, thickened pleura 
in the left costophrenic angle. Barium enema failed 
to demonstrate the fistulous tract, but revealed marked 
diverticulosis of the sigmoid colon. A lateral radio- 
graph showed several of these diverticula in close 


FIG. 5 


Oblique view illustrating the fistula from urinary bladder 
to abscess and abscess to sigmoid colon by means of a 
ureteral catheter inserted into fistulous opening and_in- 
jection of opaque material. 
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relationship to the dome of the bladder. Sigmoidos- 
copy was negative to 25 cm. 

On May 5, after preliminary preparation of the 
bowel, the patient was operated on through a midline 
incision extending from the symphisis pubis to ap- 
proximately one inch above the umbilicus. As much 
of the peritoneum as possible was detached from the 
bladder wall, and a small, firmly adherent area in- 
cised. The fistulous tract could easily be demon. 
strated between the sigmoid colon and the bladder. 
A segment of bladder was removed with the fistula, 
and the bladder closed with a continuous #1 chromic 
catgut suture, and a suprapubic Foley left in for 
drainage. A segment of sigmoid colon approximately 
15 cm. in length was removed, which contained mul- 
tiple diverticula. An open end-to-end anastomosis was 
performed in the usual manner and the abdomen 
closed without colostomy. The perivesical space was 
drained with a Penrose drain. 

The pathologist was able to demonstrate an open- 
ing to the sinus tract at each end. The opening into 
the diverticulum of the sigmoid colon was 1 cm. in 
diameter. The histopathology revealed the bladder 
wall to be quite thickened, containing lymphocytic 
and a polymorphonuclear infiltration with edematous 
zones and granulation tissue. The pathologic diagnosis 
was segments of hypertrophied urinary bladder con- 
taining a prominent acute and chronic fistulous tract. 
Extensive perivesical chronic and acute inflammatory 
reaction was present and a segment of colon with mul- 
tiple false diverticula. 


The patient’s postoperative course was uneventful, 
and he was having no difficulty voiding when dis- 
missed from the hospital on May 26, 1959. Since 
then he has had a right inguinal herniorraphy and 
transurethral resection of the prostate. The urine 
remains sterile and he is asymptomatic. 


Case 5. A 70 year old white woman, Christian Scien- 
tist, was first seen Sept. 4, 1956, for urologic consulta- 
tion. She had been hospitalized for persistent pyuria, 
which failed to respond to various antibiotics. Five 
weeks prior to admission she had noticed urgency, 
frequency, mild hematuria, and had developed noc- 
turia. The urinary tract had been normal prior to 
the onset of the present symptoms. She also admitted 
having periods of diarrhea, pain in the left lower 
quadrant, and a weight loss of 13 pounds over the 
past year. 

The examination revealed a normal T., P. and B.P. 
of 152/78. The examination was essentially normal. 

Laboratory studies. Urinalysis showed a_ specific 
gravity of 1.015, acid reaction, albumin 1+, negative 
for sugar, and microscopically many WBC. and RBC, 
and clumps of pus. The urine culture showed alpha 
streptococcus aerobacteraerogenes, and Esch. coli. 
These organisms were resistant to all antibiotics ex- 
cept for slight sensitivity to nitrofurantoin. N.P.N. 
was 35 mg. per 100 ml. 

A pyelogram revealed a normal upper urinary 
tract. On cystoscopy, there was a very severe cystitis 
with much exudate obliterating the landmarks. A 
sinus tract was not located. 

She was admitted to the hospital on Dec. 13, 1956, 
after passing discolored urine with brownish particles 
in it. Diarrhea was also present, and rectal examina- 
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tion revealed a mass on the right side of the rectum. 
A biopsy of this lesion was reported as papillary 
adenocarcinoma of the rectum. On subsequent cys- 
toscopy a red, sessile, edematous tumor was identified 
on the posterior wall of the bladder, located slightly 
to the left of the midline. A biopsy was reported as 
adenocarcinoma of the bladder, which we interpreted 
as originating in the bowel. 


Due to the patient’s religion, we were unable to 
convince her of the necessity of surgery until April 
10, 1957, when a combined abdominal perineal resec- 
tion and partial cystectomy were performed. (The 
pathologist was able to demonstrate ar opening be- 
tween the ulcerated area of the bladder wall and the 
rectum.) Her postoperative course was uncomplicated 
except for a brief spell of hypotension 24 hours 
postoperatively. 

She was last reached by telephone on Oct. 7, 1960, 
because she would not return for a_ postoperative 
examination. She stated that she was enjoying good 
health. 

Case 6. A 74 year old white man was first seen on 
May 17, 1956, complaining of frequency of urination 
every one to one and a half hours, and a previous 
history of retention of urine. He had been hospitalized 
on April 12, 1956, for bleeding due to diverticulitis 
which was confirmed by a barium enema. Carcinoma 
had been ruled out. An upper G.I. series showed a 
healed peptic ulcer in the duodenum. 


On examination, the patient was a well-developed 
man who appeared pale and somewhat uncomfortable. 
B.P. was 150/80. The left knee was ankylosed slightly 
in flexion due to previous surgical treatment many 
years before. Laboratory examinations revealed only 
a mild anemia. 


The patient was treated with antibiotics with good 
response, only to have the attacks of cystitis recur. He 
was hospitalized on Jan. 1, 1957, and the urinary tract 
surveyed. The upper tract was essentially normal. 
An obstructing median bar and two lateral lobes were 
resected. 


On March 23, 1957, the patient returned, complain- 
ing of recurrent pyuria, frequency, and pneumaturia. 

On cystoscopy the bladder was found to have many 
trabeculations, cellules, and diverticula. In one of 
these diverticula it was noted there was an area of 
inflammation with grayish-white, floculent debris. 
We believed a communicating sinus tract between the 
sigmoid colon and urinary bladder was present, al- 
though we were unable to demonstrate it. He was 
treated with antibiotics which kept him asymptomatic. 

On April 7, 1958, he passed black specks in his 
urine (fecal material) and the pneumaturia became 
more frequent. Due to his general debility we elected 
not to attempt surgical correction of the fistula. It 
has been necessary to keep him on repeated and pro- 
longed courses of antibiotic therapy for control of 
the urinary infection. For 5 months he has had no 
bladder symptoms, pneumaturia, or fecal particles in 
the urine, although the urine remains loaded with 
pus cells. 


Case 7. An 81 year old white woman was first seen 
Feb. 4, 1956. For 5 months she had had frequency, 
dysuria, hematuria, and persistent pyuria. She had 
episodes of diarrhea 3 months before, which improved 
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after 3 or 4 days, only to develop symptoms of cystitis. 
For the past 10 days she had noted pneumaturia. She 
was admitted to the hospital on February 11. The 
physical examination was negative. 

Laboratory studies. The Hgb. was 84%, RBC. 
4,360,000, and WBC. 5,700. Urinalysis showed a specific 
gravity of 1.008, no albumin or sugar; microscopic 
study showed it loaded with WBC. and RBC. Urine 
culture showed str. faecalis and P. vulgaris, which 
were completely resistant to all antibiotics. Blood 
sugar was 90 mg., and N.P.N. 41 mg. per 100 ml. 

I1.V.P. revealed a normal upper urinary tract. 
Proctoscopic examination contributed no additional 
information. Barium enema revealed diverticulosis 
of the colon with many false diverticula in the sig- 
moid, and a single large accumulation of barium 
outside the bowel in the midsigmoid area, which was 
interpreted as an abscess cavity (Fig. 6). 

Cystoscopy revealed on the roof of the bladder a 
tumor mass which was elevated, inflamed, and very 
edematous. During the taking of a biopsy, an abscess 
was opened and a thick, purulent material streamed 
into the bladder. The patient had no undue reaction 
from this procedure and made a prompt recovery on 
bladder drainage. The pathologic diagnosis was 
chronic cystitis with cystitis nodularis. 

The patient was treated with antibiotics, showing 
marked improvement in symptoms and a diminution 
of pus in the urine. The last cystoscopy on Sept. 29, 
1960, showed a depression and scarring on the left 
side of the fundus, but no injection of the adjacent 
mucosa. She was asymptomatic, and the urine was 
negative. 

Case 8. A 65 year old man was admitted to the 
hospital on June 29, 1960. For 2 weeks he had been 


FIG. 6 


Barium enema illustrating an abscess communicating with 


diverticulum of sigmoid colon. The patient had pneuma- 
turia. 


36] 
los- 
the 
line 
ap- A 
uch 
the 
in- 
10n- 
tula, 
omic 
for 
ately 
mul- 
was 
ymen 
was 
)pen- 
into ‘ag 
a. in 
idder 
cy tic 
atous 
nosis 
con- 
tract. 
atory 
mul- 
ntful, 
n dis- 
Since f 
y and 
urine 
Scien- 
nsulta- 
Five : : 
rgency, 
i alpha € é 
. coli. 
tics ex- ae 
cystitis 


192 


complaining of pyuria, dysuria, and passing air per 
the urethra at the end of urination. His family 
physician had treated him with antibiotics which 
temporarily relieved the dysuria and stranguria. The 
patient gave a history of a peptic ulcer 20 years 
previously but denied recent symptems. 

Physical examination showed a B.P. of 130/80. 
He was a well-developed and nourished man, whose 
examination was negative except for tenderness in 
the suprapubic region on deep palpation. 

Laboratory studies. The PCV. was 38%, Hgb. 11.7 
Gm., and WBC. 9,700, with filamented cells 73%, 
lymphocytes 25%, and eosinophils 2 per cent. The 
N.P.N. was 34 mg. per 100 ml. Urinalysis showed 
a pH of 5, specific gravity 1.016, no albumin nor sugar, 
and on microscopic examination was found loaded 
with WBC. Blood sugar was 95 mg. per 100 ml. 
Urine culture showed Esch. coli 100,000/ml. 

Cystoscopic examination revealed an irregular mass 
on the left side of the floor of the bladder causing a 
convexity of the bladder wall. This mass was ap- 
proximately 3 by 5 cm. in diameter. The bladder 
mucosa of the involved area showed marked inflam- 
matory changes with bullous edema. The remaining 
portion of the bladder wall appeared normal. On 
careful inspection of the abnormal area no fistulous 
opening could be found. A biopsy of the bladder 
wall was reported as normal. 

Chest x-ray film was negative. An upper G.I. series 
revealed a chronic duodenal ulcer without activity. 
The barium enema showed much diverticulosis 
throughout the entire colon. An obstructive lesion was 
reported in the sigmoid on the basis of diverticulitis 
and sigmoiditis rather than a neoplastic process. 

The patient refused operation and was released on 
July 9, 1960. He was relieved of his urinary symptoms 
when treated with antibiotics on an outpatient basis, 
but the pneumaturia persisted. 


Summary 


In our series of 8 cases, the ages ranged 
from 54 to 81 years. There were 3 women 
and 5 men. A hysterectomy had previously 
been performed on one of the women. 
Pneumaturia was present at some time during 
the course of the disease in all cases. The 
fistula in 7 of the cases was due to diverticulitis 
of the colon and in one to carcinoma of the 
rectosigmoid. The detection of a grayish 
white, tooth paste-like extrusion of pus coming 
from the opening of the fistula was noted in 
3 instances. The fistulous tract was demon- 
strated in 3 cases with diverticulitis, by inject- 
ing Opaque materia! through a small ureteral 
catheter, which had been placed in the open- 
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ing of the fistula. Repeated cystoscopies were 
necessary in 50% of the cases to confirm the 
diagnosis. By x-ray examination the upper 
urinary tract was found unaltered in 7 cases, 
but severely damaged in one case. Five pa- 
tients were treated surgically. In one case 
where the diseased area of sigmoid colon was 
not resected, the fistula recurred. Good re- 
sults were obtained in all instances where the 
lesion was removed at one operation without 
a diverting colostomy. It was necessary to 
treat 3 patients medically, and in one case 
there appears to be complete healing of the 
fistula. There were no deaths. 


Conclusion 


The subject of vesicointestinal fistula has 
been reviewed, and the summary of a small 
series of cases found in private practice pre- 
sented. We stress the advantage of doing a 
one stage operative procedure when feasible, 
in which the fistula, a segment of diseased 
bladder, and involved sigmoid colon are 
removed. 
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Secondary Malabsorption Syndrome 
Produced by Chronic Strongyloidiasis 


MERRITT O. ALCORN, JR., M.D.,f and EMIL KOTCHER, Sc.D.,{ 


Louisville, Ky. 


In describing two instances of malabsorption secondary to strongyloidiasis, the authors 
have added another new and rare entity due to helminthic infestation. 


ApLERSBERG! has defined the primary malab- 
sorption syndrome as a genetically transmitted 
metabolic disorder. He further points out that 
despite the genetic anlage, malabsorption syn- 
drome may become manifest at various pe- 
riods of life, in infancy or childhood as celiac 
disease or later in life as tropical or nontropi- 
cal sprue. 


Secondary malabsorption syndrome can be 
best distinguished from the primary type by 
the presence of gross pathologic alterations in 
the gastrointestinal tract in the former. These 
lesions may involve the pancreas, liver and 
biliary tree, or small bowel. The two types 
may mimic each other clinically, but should 
be carefully separated.1 Perhaps the com- 
monest cause of secondary malabsorption is 
extensive resection of the small bowel. Most 
of the lesions producing secondary malabsorp- 
tion are not subject to effective curative pro- 
cedures. It is therefore of interest that mal- 
absorption can be secondary to strongyloidi- 
asis, and if correctly diagnosed does respond 
to an effective antihelminthic.? 

We are not aware that malabsorption has 
been previously described as being secondary 
to helminthic infestation. It is of interest then 
to record the following examples of malab- 
sorption secondary to strongyliodiasis and 
comment on the pathogenesis of the lesions 
encountered on two autopsied cases. 


Case Reports 


Case 1. C. F. was a 23 year old white man, born and 
reared in eastern Kentucky, whose first gastrointestinal 
symptom in 1956 was sudden severe hematemesis while 
in the military service at Ft. Knox, Kentucky. He was 
hospitalized, given transfusions and returned to duty 


tTrainee in Pathology, National Cancer Institute, National 
Institutes of Health, Public Health Service. 

tFrom the Departments of Pathology and Microbiology, Uni- 
versity of Louisville School of Medicine, Louisville, Ky. 


3 days later. He was not advised as to the source of the 
bleeding. Two years later, in December 1958, while 
working as a painter in Indianapolis, Indiana, he be- 
gan to vomit immediately following meals. He con- 
tinued to have upper intestinal symptoms and was 
diagnosed radiologically as having regional enteritis 
involving the distal stomach, duodenum and proximal 
jejunum. Treatment with various medications pro- 
duced intermittent relief but there was gradual pro- 
gression of the disease. 

He was admitted to the Louisville General Hospital 
on April 27, 1959, very cachectic, weak and dehydrated. 
His weight was 106 pounds, having been 170 pounds 4 
months earlier. The only other abnormal physical 
findings were: slight tenderness in the upper abdo- 
men, slightly enlarged cervical and supraclavicular 
lymph nodes, and left epididymitis. 

Upper gastrointestinal x-rays showed marked stenosis 
of the entire duodenum (Fig. 1) with other segments 
of the small bowel not identified because sufficient 
barium did not pass through the duodenum. On ad- 
mission the Hgb. was 9.4 Gm., WBC. count 12,500, 
with 78% polymorphonuclears, 20% lymphocytes and 
2% monocytes. The urine showed a trace of albumin 
and many WBC. Fasting blood sugar was 65 mg., 
N.P.N. 28 mg. per 100 ml., chloride 81, co, 34, sodium 
129, and potassium 4.7 mEq./L. A stool specimen 
showed a trace of occult blood. The VDRL. was non- 
reactive. Cephalin flocculation was negative after 48 
hours, thymol turbidity 0.6 units. Total serum protein 
was 4.0 Gm. with albumin 2.0 Gm. and globulin 2.0 
Gm. per 100 ml. 


An exploratory laparotomy performed on May 4 re- 
vealed generalized edema and thickening of the prox- 
imal stomach and entire small bowel with marked 
mesenteric lymphadenopathy. A gastrostomy was per- 
formed and a feeding tube inserted into the proximal 
jejunum; appendectomy was also done. The patient’s 
postoperative course was afebrile; however, he pro- 
gressively became weaker. He became hypotensive on 
May 13, 1959, and died the following day. 

Autopsy Examination. At autopsy the body was 
found to be markedly emaciated and dehydrated with 
numerous petechiae over the skin of the abdomen. The 
abdominal cavity revealed acute peritonitis. There 
was marked thickening (1 to 1.5 cm.) and petechiae 
of the mesentery of the small bowel. The mesenteric 
lymph nodes were hyperplastic and matted, measuring 


193 


61 
re 
1€ 
er 
BS, 
4 
as 
ut 
he 
has 
are 
= 


Barium studies show distortion and marked narrowing of 
distal stomach, duodenum and proximal jejunum. 


up to 2.5 cm. in diameter. When the mucosa of the 
gastrointestinal tract was examined the esophagus and 
fundus of the stomach did not appear remarkable; 


of 4 to 8 cm. above the pyloric valve. The mucosa in 
the prepyloric area of the stomach was dark red, thick- 
ened and showed complete loss of the usual rugal 
folds. The submucosa of the pylorus and antrum of 
the stomach was edematous. The mucosa of the duo- 


Numerous parasites cut in cross section in small bowel 
mucosa. 
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however, there was a band of ulceration over an area . 
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Wet preparation of aspirated duodenal contents showing 
egg and adult female of Strongyloides stercoralis. 


denum and proximal half of the jejunum showed 
marked thickening, it was dark red with a coarsely 
granular surface and almost complete loss of the usual 
folds. The thickening of the mucosa and edema of the 
submucosa had caused considerable narrowing of the 
lumen of the intestinal tract and there were numerous 
shallow ulcerations. The distal jejunum and ileum 
presented a rather normal mucosa with the exception 
of scattered shallow ulcerations. There were a few 
small shallow ulcerations in the cecum and proximal 
ascending colon. The remainder of the colon and rec- 
tum was not remarkable. 


Microscopic examination of the distal stomach 
showed many of the rhabditoid larvae of Strongyloides 
stercoralis in the mucosa (Fig. 2). Wet preparations of 
scrapings of the mucus in the duodenum showed num- 
erous adult females (Fig. 3) and rhabditoid larvae. 
The mucosa of the duodenum showed extensive ulcer- 
ation and infestation of parasites. These areas had 
edema, chronic inflammation and small granulomas 
(Fig. 4). Two nests of eggs were found in Brunner’s 


Section of small bowel showing infestation with parasites, 
loss of epithelium and severe chronic inflammatory reaction. 
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glands. The markedly thickened mesentery of the small 
bowel had Strongyloides larvae in thin walled vascular 
channels (Fig. 5) and in the periphery of the numerous 
hyperplastic lymph nodes (Fig. 6). In the lungs there 
were numerous old and recent hemorrhages with 
abundant hemosiderin deposits. There were patchy 
areas of emphysema. The heart had hemorrhages in 
the epicardial and subepicardial fat. The pancreatic 
ducts were dilated with abundant inspissated secre- 
tions and there were some ducts containing larvae of 
Strongyloides stercoralis. There was fatty metamor- 
phosis of the liver. The adrenals showed marked deple- 
tion of cortical lipid. The appendix which had been 
removed at the time of the exploratory operation, 10 
days prior to death, was remarkable in that it was di- 
lated and filled with calcified spherules approximately 
2 mm. in diameter. 


No other type of intestinal helminth was found 
either grossly or microscopically. 


Final Diagnoses. (1) Malabsorption syndrome secon- 
dary to helminthic infestation, Strongyloides stercoralis, 
involving stomach, small intestine, pancreas, mesentery, 
gallbladder and abdominal lymph nodes; (2) “death 
ten days after abdominal laparotomy for exploration 
of small intestine”; (3) fresh and old hemorrhages of 
the lungs; (4) petechiae of the heart, lungs and skin; 
(5) acute suppurative epididymitis; (6) severe malnu- 
trition; and (7) fatty metamorphosis of the liver. 

Case 2. D. B., a 16 year old white boy from eastern 
Kentucky, had been treated for many years for lesions 
of the mouth and nose. These were described as small 
areas of whitish exudate over the buccal mucosa and 
tongue with thickening of the skin and a red macular 
rash over the bridge of the nose. He began to lose 
weight during the summer of 1958 and was seen in 
September 1958 complaining of epigastric tenderness, 
burning pain in the epigastric region and vomiting 
without diarrhea. He developed a fine papular, pru- 
titic rash over his abdomen and back. The vomiting 
persisted and contained old and bright red blood. He 
was treated with antibiotics and steroids with no im- 
provement. 


Toward the end of September 1958, he had devel- 


Larvae in mesentery. 
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FIG. 6 


Larvae in lymph node sinus. 


oped fever with coarse rales in both lungs. Chest film 
showed complete lung involvement by a process that 
was interpreted as tuberculosis or other granulomatous 
disease. He continued to have intermittent abdominal 
pain with vomiting. He became progressively weaker 
and died with progressive anoxia on Oct. 8, 1958. 

During the last 8 days of September, 6 stool exami- 
nations and 3 sputum examinations showed Strongy- 
loides stercoralis. 


Autopsy Examination. At autopsy the body was 
found to be markedly emaciated, with edema of the 
lower extremities and a moderately distended abdo- 
men. The left lung weighed 1,255 Gm. and the right 
lung 1,400 Gm. There was diffuse consolidation which, 
on microscopic examination, showed alveoli containing 
a cellular and fibrinous exudate with numerous spher- 
ical encapsulated structures morphologically similar to 
Cryptococcus neoformans (Fig. 7). The stomach, duo- 
denum and jejunum were moderately dilated and 


FIG. 7 


(Case 2) The alveolar spaces of the lungs are uniformly 
filled with fungi morphologically consistent with Cryptococ- 
cus neoformans. 
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showed almost complete ulceration of the mucosa. 
Adults, larvae and eggs of Strongyloides stercoralis 
were found on mucosal scrapings. Tissue sections 
showed edema with lymphocytic, plasmacytic and neu- 
trophilic leukocytic infiltrate. There was extensive, 
patchy ulceration of the distal stomach. Sections from 
the jejunum showed scattered shallow ulcers and num- 
erous adult and larval forms of Strongyloides ster- 
coralis embedded in the remaining mucosa. 


Final Diagnoses: i (1) Malabsorption secondary to 
strongyloidiasis, (2) ulcerative gastroenteritis, (3) ema- 
ciation, and (4) cryptococcal pneumonia. 


Discussion 

The first patient died of undiagnosed 
Strongyloides stercoralis infestation 10 days 
after exploratory laparotomy. The preopera- 
tive diagnosis was regional enteritis. He was 
extremely malnourished and failed to improve 
following exploration. The discrepancies in 
his clinical diagnosis were recognized by the 
clinicians and yet no satisfactory explanation 
of his symptomatology could be made. The 
second patient had a two and one-half year 
history of recurrent monilial infection of the 
nose and mouth. For six months he had 
shown progressive weight loss and was hospit- 
alized three weeks prior to death for persistent 
vomiting and epigastric distress. Terminally 
he developed a Cryptococcus pneumonia. Al- 
though larvae and adult forms of Strongy- 
loides stercoralis were found on six stool ex- 
aminations and three sputum examinations, 
the role of this parasite was not appreciated 
until autopsy. 

The mechanism of death in both cases was 
starvation associated with extensive destruc- 
tion of the mucosa of the proximal small in- 
testine. This area is the predominant site of 
active absorption of carbohydrates and to 
some degree proteins.* Obstruction and dis- 
turbance of normal peristalsis were additional 
important factors in producing this state of 
slow and progressive starvation. 

Although there was infestation of the pan- 
creatic duct in Case 1 the duct was not ob- 
structed and the pancreas was not otherwise 
damaged. There was no indication of involve- 
ment of the biliary system. The distal small 
bowel has been shown to be the most impor- 
tant site of fat absorption in the dog and 
probably the rat.5 Although proof is lacking 
that this is true of the human, it is noteworthy 
that in neither of these patients was there 
clinical evidence of impaired fat absorption, 
and in neither case was there involvement of 
the distal small bowel. 
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The terminal event in patients with severe 
malnutrition is often some type of secondary 
infection. Brown and Perna® reported a case 
of strongyloides infestation in which the pa- 
tient was malnourished and died of Esch. coli 
septicemia. They thought the septicemia was 
precipitated by the larvae carrying the bac- 
teria on their surface or in their intestinal 
tract in migrating from the intestine to the 
blood stream. In both of our cases infection 
was the terminal event. 

The correct antemortem diagnosis would 
seem to depend on the awareness of the exist- 
ence of this disease, and the realization that 
strongyloidiasis must be considered along with 
giardiasis in regional enteritis involving the 
duodenum. A laboratory diagnosis of strongy- 
loidiasis is most commonly made by the iden- 
tification of rhabditiform larvae in the stool 
by wet saline preparations. If the larvae in the 
stool are not numerous they may be missed. 
The Baermann technic may be used to con- 
centrate the larvae and thus increase the 
chances of recovery. In cases where auto-infec- 
tion is occurring, the appearance of larvae in 
the feces is greatly reduced because they are 
developing in the intestinal tract into infec- 
tive, filariform larvae and penetrating the in- 
testinal mucosa without appearing in the 
feces. In such cases the laboratory diagnosis is 
made by examining aspirated duodenal con- 
tents, or if vomiting occurs, examination of 
the vomitus. Occasionally the larvae may be 
observed in sputum because of their passage 
through the lungs, bronchial tree and trachea. 
Such recoveries from the sputum may occur 
more commonly in the auto-infective types of 
infection because there is an almost continual 
migration of larvae through the respiratory 
apparatus. 

Strongyloidiasis should be considered in a 
patient with progressive starvation regardless 
of the geographic location. In 2 fatal cases re- 
ported recently there was apparently a latent 
period of 16 years in one® and 36 years in the 
other.’ This points to the need for a good epi- 
demiologic history and an awareness that the 
auto-infective episode may occur many years 
after exposure to the parasites. 

Treatment with dithiazanine is reported 
effective and relatively free of side effects.’ 
The recommended dosage is 200 mg. three 
times daily for 14 to 21 days. 
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Summary 


Two cases of malabsorption secondary to 
Strongyloides stercoralis infestation and auto- 
infection are reported. In both instances mal- 
nutrition complicated by infection was the 
cause of death. 

The basis of malnutrition was malabsorp- 
tion secondary to mucosal destruction of the 
distal stomach and proximal small intestine. 
Malabsorption of fat was not clinically appar- 
ent in either case. 

The mechanism of the production of the 
disease process is discussed and the means and 
necessity of identifying the underlying cause 
of this type of secondary malabsorption are 
emphasized. 


Acknowledgment: We wish to express our thanks to 
Dr. Joseph C. Denniston and Dr. Edward T. Thorsness. 
for their permission to include Case 2 and for furnish- 
ing us with data and autopsy material. 
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Stapedectomy* 


SURGICAL EFFORTS to restore hearing in deaf- 
ness due to otosclerosis began in the latter 
half of the last century. Early attempts, di- 
rected toward the stapes itself, consisted of its 
mobilization and even removal. Because in- 
itial success was usually followed by regres- 
sion and because serious complications were 
common, direct operation on the stapes was 
abandoned early in this century. Attempts 
were then made to by-pass the otosclerotic 
lesion by creating an opening in the otic cap- 
sule away from the oval window. Fenestra- 
tion of the horizontal semicircular canal was 
performed by early workers in Europe and 
eventually was perfected by Lempert! of New 
York City in 1938. The fenestration operation 
has withstood the test of time and gives pre- 
dictable, lasting results when patients are 
carefully selected and the operation is prop- 
erly performed. It is, however, time-consuming 
and leaves a mastoid cavity which requires 
perpetual care, is associated with an inherent 
conductive hearing defect of 20 to 25 deci- 
bels, and imposes certain restrictions on the 
activity of the patient. For these reasons, lack 
of enthusiasm on the part of the patient and 
surgeon developed, and attention was again 
turned toward direct attack on the stapes it- 
self and creation of a more normal sound- 
transmitting system. Rosen? deserves credit 
for reviving interest in the direct attack on 
the stapes. Shea,* Fowler, House,® Schuk- 
necht,* and Kos? further developed technics 
in this country, and Portmann® of France has 
devised ingenious procedures for handling the 
stapes in otosclerosis. 


Today the trend has definitely turned to- 
ward removal of the stapes and away from 
the fenestration and more conservative stapes 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-Fourth Annual 
Meeting, St. Louis, Mo., Oct. 31-Nov. 3, 1960. 


Results of Gelfoam Technic 


MILES L. LEWIS, JR., M.D., New Orleans, La. 


The author is well satisfied with the results obtained by use of the technic described. 
He anticipates relatively few regressions in the auditory results. 


operations. Most otologists in this country 
proceed to complete stapedectomy in all pa- 
tients with otosclerosis selected for operation, 
cover the labyrinthine fistula with various ma- 
terials (vein, Gelfoam, mucosa, or fat), and 
reconstruct the stapes by use of polyethylene 
or wire prostheses. Most surgeons who advo- 
cate these technics are enthusiastic about their 
results, and almost all patients are satisfied 
with the results. Serious labyrinthine compli- 
cations occur postoperatively in a small num- 
ber of patients who lose hearing in the ear 
operated upon. However, these complications 
have occurred in all operations for otosclerosis 
and are apparently no more frequent after 
competently performed stapedectomy than 
after the fenestration operation. 


Technic 


Stapes operations have been aptly called 
“microsurgery of the ear.” These technics are 
exceedingly difficult and can be performed 
only with the aid of an operating micro- 
scope. In no other operative procedure are 
tolerances less nor are the individual sur- 
geon’s ability and dexterity more important 
to good results. One of the difficulties in 
training the young otologist today in stape- 
dectomy is his lack of opportunity to expe- 
rience or observe a large number of simpler 
mobilization procedures to develop his tech- 
nic and to become familiar with the an- 
atomic structures and pathologic lesions of 
the middle ear. 

The following technic is used routinely, 
except in revision operations on patients in 
whom the lenticular process of the incus has 
been damaged. In these, pone of whom are 
included in this series, wire-fat graft technic 
described by Schuknecht® is used. 

The canal is cleansed and dusted with 
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Neosporin powder in the office the day be- 
fore operation. The canal is cleansed on the 
operating table with 1:1000 aqueous benzal- 
konium Cl (Zephiran) solution, and appro- 
priate sterile drapes are applied. 


Local anesthesia is obtained by injection 
of a 2% lidocaine solution with epinephrine 
through a 25 gauge needle at the junction 
of the outer third with the medial two thirds 
of the membranous external auditory canal 
at 9 o'clock, 7 o’clock (below the tympano- 
mastoid suture), and at 3 o’clock in the right 
ear. A total of 0.5 to 1.0 cc. of solution is 
injected. 

The incision is made with a rounded 45 
degree angle knife beginning at 9 o'clock, 
6 mm. lateral to the tympanic membrane and 
extending to 1 mm. lateral to the tympanic 
membrane at 12 o'clock and 6 o’clock. Thus, 
a V-shaped incision, with the point of the 
V external, is created. The flap is dissected 
medially to the middle ear mucosa. Hemo- 
stasis and retraction of the flap are obtained 
by use of small cotton balls soaked in 1:1000 
epinephrine solution. The middle ear is en- 
tered with a curved pick. An attempt is made 
to retract the chorda tympani forward. The 
flap is then elevated carefully both above 
and below the chorda tympani to permit 
maximum exposure of the middle ear space. 
Bone from the medial aspect of the osseous 
external auditory canal is removed in a 
posterosuperior direction by use of curettes. 
The entire oval window area and stapedius 
tendon are thus exposed. Care is taken to 
preserve the chorda tympani nerve. 


The stapedius tendon is cut at its origin 
by use of a Wright-Guilford mucosa knife. 
This same instrument is used to elevate the 
incus slightly to determine the line of de- 
marcation of the incudiostapedial joint, then 
to incise and separate this joint carefully. 
With the Shea anterior curotomy knife the 
anterior crus is carefully cut without mo- 
bilizing the stapes footplate. Rarely is it 
necessary to cut the posterior crus. The stapes 
superstructure is then displaced toward the 
promontory and removed. The oval window 
area, which can be visualized far better than 
with the intact stapes in place, is inspected. 
The mucosa is incised along the superior, 
anterior, and posterior margins of the oval 
window and is dissected free of the stapes 
footplate. An attempt is made to preserve 
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this mucosa attached along the lower margin 
of the oval window at the promontory, al- 
though this is not always possible if the 
mucosa is thin or the footplate is in a deep 
niche. 

At this point the thickness of the footplate 
can be observed. If thick, it must be carefully 
thinned, with the Richard’s Shea drill, to 
translucency throughout its entirety, includ- 
ing the annular ligament. Care must be taken 
not to perforate the footplate or to dislodge 
it medially until the thinning has been ac- 
complished. 

The distance between the footplate and 
the long process of the incus at the lenticular 
process is then carefully measured by use 
of the House strut measures. A small cot- 
ton ball soaked in a solution of epinephrine 
is placed over the oval window area and an- 
other over the incision. The strut is fashioned 
under the microscope of #90 polyethylene 
tubing and is designed to be of accurate 
length and shape to fit from the incus to the 
oval window without touching either the 
promontory below or the facial nerve above. 
The strut is held by passing a right-angled 
hook through both sides of it, and it is entered 
1.5 mm. below its distal end from the side of 
the bevel (Fig. 1). The cotton balls are then 
removed, and the strut is positioned for size 
and fit and is altered, if necessary. 


With a fine probe knife the footplate of 
the stapes is sectioned across its middle, and, 
if necessary, is loosened at its points of fixa- 
tion with a fine chisel. The footplate is then 
removed in two segments by use of micro- 
scopic hooks. Loss of a portion of the foot- 
plate into the vestibule is undesirable, but 
attempts to remove such portions are likely 
to result in serious damage to the mem- 
branous labyrinth, and many patients in 
whom portions of the footplate have been 
left in the vestibule have lasting good hear- 
ing. This is the most difficult portion of the 
procedure, and I have found it essential to 
use 25 power magnification to accomplish 
it without trauma. Any preserved mucous 
membrane is then laid over the open oval 
window, and the oval window is covered 
with a flattened piece of dry Gelfoam of ap- 
proximately 4 by 5 mm. in size. The portion 
overlying the oval window is slightly invagi- 
nated until it becomes moist with perilymph 
and stays in position. 
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FIG. 1 


Method of holding polyethylene strut for placement. 


The ear speculum is held by the surgical 
nurse to free both hands of the surgeon for 
placement of the strut. A short right-angled 
hook is used to elevate the long process of the 
incus. The strut is placed in position with the 
other hook and is guided onto the lenticular 
process. The hook elevating the incus is then 
removed and is used to move the incus medial- 
ly to force the lenticular process into the 
strut. While held in this position, the hook 
holding the strut is slipped out with ease, 
and the strut is left in position (Fig. 2). This 
method of placing the strut has the advan- 
tage of positive control of the strut and pre- 
vention of trauma to the membranous laby- 
rinth by insertion of the tip of the strut too 
deeply into the vestibule. No “pumping” of 
the incus is advocated, but if there is no 
obvious gain in hearing, one may gently seek 
the stapedius reflex and reposition the medial 
tip of the strut in the oval window, if neces- 
sary. 

The round window area and hypotym- 
panum are freed of clots by suction and the 
tympanomeatal flap is replaced. No packing 
is used, but a piece of Gelfoam soaked in 
epinephrine may be placed over the incision 
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FIG. 2 


Method of placing polyethylene strut between incus and 
oval window. 


if bleeding is active at the end of the proce- 
dure. The Rinne test is done with the 512 
cps tuning fork, the patient’s ability to re- 
peat whispered numbers is determined, and 
a sterile piece of cotton is placed in the outer 
ear canal. 

Light sedation is used preoperatively, since 
the patient is more cooperative if not heavily 
sedated. Administration of broad-spectrum 
antibiotics is begun the day before operation 
and continued for 5 days postoperatively. Pa- 
tients are routinely discharged the day after 
operation, at which time the ear canal is 
freed of clots by suction and an air conduction 
audiogram made. The patient is next seen 
4 weeks postoperatively for removal of the 
crust over the incision and for speech and 
pure tone audiometric examination. These 
tests are repeated 4 months and 12 months 
postoperatively. The best hearing level is ob- 
tained at 4 months. Many patients will demon- 
strate some hearing loss at 4000 cps one 
month after operation. 


Results of Gelfoam Stapedectomy 


The foregoing technic has been performed 
215 times between Oct. 16, 1959, and Sept. 
16, 1960. Hearing has been restored to the 
30 decibel level or better for the frequencies 
500, 1000, and 2000 cps in 200 (93%) of the 
patients operated on. The air-bone gap was 
closed or overclosed in 118 (55%) patients 
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and was 10 decibels or less in 174 (81%) pa- 
tients. There was less than 50% closure of 
the air-bone gap in 7 patients and no ap- 
preciable gain in hearing in 6 patients. 

Hearing was made definitely worse in 2 
patients, both of whom had severe labyrin- 
thine symptoms in the immediate postopera- 
tive period. In both, trauma to the labyrinth 
must be assumed although it was not recog- 
nized at the time of operation. Severe labyrin- 
thine symptoms occurred in 5 (2.3%) pa- 
tients. 

The drill was used extensively in 40 (18%) 
patients, one of whom had loss of hearing 
from the preoperative level. During the early 
postoperative period, 4 patients had otitis 
media due to Pseudomonas aeruginosa. All 
responded favorably to local therapy without 
labyrinthine complications, and good results 
in hearing were obtained in all. 

Facial paralysis, suppurative labyrinthitis, 
and cerebrospinal otorrhea did not occur in 
this series. In 12 (5.5%) patients delayed and 
sometimes recurrent symptoms referable to 
the inner ear and suggestive of endolym- 
phatic hydrops developed. These patients will 
be the subject of a subsequent report. 


Comparison With Previous Technics 


It is of interest to compare results of stape- 
dectomy by the Gelfoam polyethylene strut 
technic with two previous technics I have 
used. In 64 procedures done between Sept. 


15, 1958, and Oct. 2, 1959, mobilization of - 


the footplate, anterior curotomy, and crual 
repositioning were used. In 47 (73%) patients 
initial good results continued for 6 months 
or longer. Excessive otorrhea of cerebrospinal 
fluid occurred in 2 patients, in both of whom 
anterior chiseling was used. One operation 
(1.5%) resulted in a “dead ear.” 

In a third group of 72 patients operated 
on between Oct. 15, 1958, and Oct. 15, 1959, 
the superstructure of the stapes was removed 
and a polyethylene strut was inserted from 
the incus to the shattered footplate. Resto- 
ration of hearing to the practical level was 
obtained in 57 (79%) patients. The air-bone 
gap was closed in 27 (37%) patients and was 
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10 decibels or less in 51 (71%) patients. One 
patient (1.3%) suffered severe loss of hear- 
ing by this technic. 

By comparison with previously employed 
technics, the procedure herein described has 
been safer in my experience and has resulted 
in far higher postoperative levels of hearing, 
with few regressions. Approximately 400 
stapes mobilizations done by trans-incus and 
stapes capitulum technics have not been in- 
cluded in this study, but it is doubtful that 
more than 30% of these patients maintained 
a significant gain in hearing. 


Summary 


The technic of stapedectomy using Gel- 
foam and a polyethylene strut for the resto- 
ration of hearing in patients with deafness 
due to otosclerosis has been described in 
detail. 


Results in 215 consecutive operations per- 
formed by this technic have been presented 
and have been compared with smaller series 
of two previously employed technics. 


Conclusions 


In my experience, stapedectomy using Gel- 
foam and a polyethylene strut has proved 
to be a safer procedure for restoration of hear- 
ing in deafness due to otosclerosis and has 
yielded better hearing levels than other sur- 
gical procedures. The follow-up period in 
this series is of short duration, but indications 
are that regressions necessitating secondary 
operations will be few. It will be interesting 
to compare the long-term results of this tech- 
nic with other advocated technics of stape- 
dectomy. 
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Fatal Hypersensitivity Reaction to 
Antituberculosis Medication 


MICHAEL J. MOORE, M.D., and DANIEL LEAVITT, M.D., Roanoke, Va. 


This case report adds yet another drug which has shown its toxicity, with death, as a result of an 
arteritis. These cases are of exceeding interest because of the plausibility of an iatrogenic factor 
in the increasing number of instances of the “collagen diseases” today. 


THE PURPOSE OF THIS ARTICLE is to report a 
fatal reaction of hypersensitivity which fol- 
lowed drug therapy with isoniazid and strepto- 
mycin. In view of the belated recognition of 
the cause of the illness, we cannot say dog- 
matically which drug was to be incriminated, 
or whether the patient was actually sensitized 
to both of them. 


Case Report 


J. B. C., a 70 year old white man, had six admissions 
to sanatoria for treatment of tuberculosis; the dates of 
these as well as therapy received is summarized in ta- 
ble 1. Upon his 1955 admission to Catawba Sanatorium 
he was found to be thyrotoxic, was transferred to the 
Blue Ridge Sanatorium, and then to the University of 
Virginia Hospital for operation. The thyroidectomy 
was performed on Sept. 23, 1955. Hospitalization was 
uneventful except for two blood transfusions. After his 
return to Catawba he did well until Jan. 3, 1956, when 


he complained of pain in the right upper quadrant, 
and was found to be slightly icteric. 

Laboratory studies confirmed the jaundice, and a 
consulting surgeon favored the diagnosis of common 
duct stone or pancreatic carcinoma, prompting transfer 
to Jefferson Hospital on Jan. 13, 1956. The patient’s 
main complaints at that time were soreness of the right 
upper quadrant, intolerance to certain foods, and gray 
stools. System review was otherwise negative, except 
for constipation of two years duration. He did recall 
an episode of jaundice, cause undetermined, which had 
occurred 18 years earlier. 


He appeared to be healthy except for the icteric 
sclera. There was a scar of the thyroidectomy. The 
left heart border was percussed at 9.5 cm. from the 
M.S.L. in the 5th interspace. His blood pressure was 
190/118, and pulse rate 72. The liver was percussed 
to be approximately normal in size, and palpated two 
fingers below the right costal margin on deep inspira- 
tion. There was no evidence of “spiders” or metastatic 
nodes, and the remainder of his examination was non- 
contributory. 


TABLE 1 
DATES OF ADMISSIONS AND CHEMOTHERAPY RECEIVED 


Blue Ridge Sanatorium 
Catawba Sanatorium 
Catawba Sanatorium 


Streptomycin 1 Gm. on alternate das. 
PAS. 3 Gm. p.c. for 90 das. 


Catawba Sanatorium 


Streptomycin 1 Gm. twice weekly 


PAS. 4 Gm. t.i.d. 


April 16, 1932 to Nov. 9, 1935 

Nov. 3, 1946 to Aug. 28, 1948 

July 30, 1951 to Aug. 14, 1952 
Dec. 8, 1951 to March 7, 1952 


June 22, 1954 to July 22, 1955 
July 4 to July 22, 1954 
July 4 to July 22, 1954 


He also received propylthiouracil and digitalis on this admission. 


University of Virginia Hospital and Blue Ridge Sanator:um 
Streptomycin 
Isoniazid 

Catawaba Sanatorium 
Streptomycin 
Isoniazid 


100 mg. t.i.d. 


100 mg. t.i.d. 
First symptoms referable to liver on Jan. 3, 1956. 


1 Gm. twice weekly 


1 Gm. twice weekly 


July 22, 1955 to Oct. 15, 1955 
July 22 to Oct. 15, 1955 
July 22 to Oct. 15, 1955 

Oct. 15, 1955 to Feb. 20, 1956 
Oct. 15 to Jan. 12, 1956 
Oct. 15 to Jan. 3, 1956 


Isoniazid withheld on January 3, for 72 hours, and then delayed for another 72 hours on January 6 and not resumed. 


Streptomycin discontinued on Jan. 12, 1956. 


Transferred to Jefferson Hospital on January 13 and returned to Catawba on Jan. 23, 1956. 
Isoniazid and streptomycin resumed on that day and discontinued on Jan. 26, 1956. 
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The laboratory reported his WBC. count to be 7,400 
with 77% neutrophils, 5% stabs, and 18% lymphocytes. 
Hematocrit was 44%, and urinalysis revealed 10 to 12 
hyaline casts per high power field, with 2 to 4 WBC. 
and 0 to 1 RBC. Liver function tests at that time re- 
vealed an alkaline phosphatase of 4.2 Bodansky units, 
thymol turbidity of over 10 units, van den Bergh, direct 
of 14.8, and indirect of 20 mg. per 100 cc. There was a 
slight elevation of the prothrombin time, with no 


tocellular jaundice, and the transfusions 70 days earlier 
(and the frequent injections of streptomycin), serum 
hepatitis seemed a very good possibility, and the can- 
celing of his scheduled exploratory laparotomy was 
recommended. Hepatitis due to PAS. (para-aminosali- 
cylic acid) was mentioned with the suggestion to the 
Resident in charge of his case that he check with the 
sanatorium as to medications he was receiving. Over 
the next few days the jaundice lessened (laboratory 
improvement after the administration of vitamin K. tests were in accord) and he felt improved; this prompt- 
Urine urobilinogen was 96 Ehrlich units, and serum ed his discharge and return to the Catawba Sanatorium 
cholesterol was 190 mg. per 100 cc. An EKG. revealed on Jan. 23, 1956. 

normal sinus rhythm with premature ventricular con- After returning to the sanatorium he received his 
tractions, and runs of bigeminy. The P-R interval was medications from January 23 through January 26; they 
0.20, the QRS was 0.12, and the rate was 62. Left bun- were discontinued then because of “possible detrimen- 
dle branch block was present. X-ray examination of tal effect on liver cell recovery from (viral) hepatitis.” 
the gallbladder was reported as “nonfunctioning.” 


Table 2 summarizes the symptoms and signs, labora- 
In view of the laboratory studies, which favored hepa- tory findings, and therapy after July 1955. He had a 


TABLE 2 
SEQUENTIAL SUMMARY OF THERAPY, LABORA TORY REPORTS AND CLINICAL INFORMATION 


Date Clinical Information Laboratory Reports Therapy 
SM* Isn* 
June 22, 1955 WBC.—6,000; N—68%, L—32% od ° 
July 4 
July 22 
Oct. 17 “Eczema” WBC.—5,000; N—68%, L—25%, E—6%, M—1%; Hgb.—17 Gm. * 


Urine—1+ alb.; 12 hyaline casts & 5 WBC./hpf. 
Jan. 3, 1956 ps ag abdominal discomfort WBC.—4,700; N—72%, L—11%, M—17%, Plasma cell—1; 


light RUQ tenderness; Hgb.—16 Gm.; Icterus index—40. 
slight icterus. Urine—4 plus bilirubinuria 
Jan. 6 Liver palpable 3 f.b. Icterus index—50; serum bilirubin—10 mg.%. * 
below RCM. 
Jan. 7 Cholecystogram—nonfunction > 
Jan. 9 TSP—6.40; alb.—4.05, glob.—2.35 Gm.; alkaline phosphatase—6 B.U. 
Jan. 12 bd 
Jan. 14 Cholecystogram—nonfunction; icterus index—54 U; 
serum bilirubin—20 mg.% (direct—14.8); alkaline 
phosphatase—4.2 B.U.; Thymol Turb.—over 10 U 
Jan. 16 Urine urobilinogen—96 Ehrlich U; prothrombin time—15 sec., 
and control—13 sec. 
Jan. 17 Cholesterol—190 Mg.%; ceph. floc.—4+; alkaline phosphatase—5.2 B.U. 
Jan. 18 Icterus index—4.49 U; Prothrombin time—P—18 sec.—control—13 sec. 
Jan. 19 Alkaline phosphatase—5.4 B.U. 


Icterus index—32 U 
Icterus index—20 U 


Urine—negative for bile 


WBC.—6,200; N—71%, L—24%, E—4%, M—1%; Icterus index— . ° 
40 U Serum bilirubin—4 mg.% 
Jan. 31 Icterus index—40 U 
Feb. 2 “‘Measles-like skin rash”’ 
Feb. 7 Pain of right side 
Feb. 8 T—100.8°;left side pain WBC.—8,800; N—68%, L—21%, E—6%, M—5% 
Feb. 13 Pain of left side 
Feb. 14 Urine—2-+ alb.; 30 hyaline and granular casts and 
5 WBC. and 10 RBC./hpf. 
Feb. 15 Sudden onset of chest pain X-ray—Considerable density in the base, and to a moderate degree 
while eating along the periphery of the lung, and in extreme apical region; 
in Ist and 2nd intercostal space, there is an area of aeration, 
with hardly any density. 
Feb. 16 WBC.—10,900; N—86%, L—4%, E—10% 
Feb. 17 Pains of both shoulders Achromycin 
Feb. 18 Hemoptysis and pain; RBC.—4.3 million; Hgb.—14.5 Gm. Penicillin 
dyspneic. 
Feb. 19 Pain of right side, under ribs. Portable chest x-ray—Right lung reveals scattered mottled haziness in 
the upper lobe, which becomes more homogenous in the middle lobe, 
and the lower lobe is completely dense. Left lung—homogenous 
density from costophrenic angle up to 3rd anterior rib. 
Feb. 20 


Respirations increased to 32 
and expired. 


*SM—Streptomycin; Isn—Isoniazid. 
Lab. reports: N—neutrophils; L—lymphocytes; E—e 
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“measles-like skin rash” for a few days in early Febru- 
ary, and complained of pain of his “right side” on Feb. 
7, 1956. On February 8 he had fever of 100.8° which 
was his only temperature elevation during his illness. 
From February 13 to February 19, he complained of 
chest pains, and had some episodes of hemoptysis. The 
clinical course was “downhill’ during this time, and 
he died on Feb. 20, 1956. 

Autopsy Protocol. The autopsy findings were that 
of a well-developed, well-nourished, 70 year old white 
man appearing younger than the stated age. There 
were a number of adhesions about the right upper lobe 
of the lung, and there was a fibrinous exudate in the 
left pleural cavity. The other body cavities were dry. 

The heart was enlarged; the apex was beneath the 
6th rib in the midclavicular line. It weighed 630 Gm. 
The musculature was uniform and _ reddish-brown 
throughout and firm. The coronary vessels were wide, 
patent, thin, smooth-walled and straight. The aorta 
was smooth. 


The right lung weighed 1,150 Gm. and the left 1,040 
Gm. There was dense scarring in the right upper lobe. 
The walls of the bronchi here were thickened. The 
right lower lobe contained an area of infarction 5 cm. 
in diameter. It was depressed, gray, and the pleural sur- 
face over it was roughened. The surrounding tissue 
showed red consolidation. In the artery to the right 
upper lobe was a well-organized, red-gray thrombus, 
filling it. The end projected into the right pulmonary 
artery. In the left was a recent thrombus in the artery 
to the left lower lobe. A more recent diffuse infarct, 
approximately 8 cm. in diameter, was found in the left 


lower lobe. The bronchial tree contained some bloody 
froth. 


The gastrointestinal tract presented little of note. 

The liver weighed 1,500 Gm. The edges were 3 
finger-breadths below the costal margin and rounded. 
The cut surface was pale yellow-brown, flecked with 


red, and protruded above the capsule. The bile ducts ~ 


were patent throughout. 

The spleen weighed 200 Gm. 

The kidneys together weighed 340 Gm. The capsule 
stripped with ease revealing an inflamed surface in 
which there were numerous petechiae. On section, the 
cortex was swollen and inflamed and contained numer- 
ous petechiae. The pelvis was not remarkable. 

The adrenals were normal in size, shape, and bright 
yellow in color. 

The histologic findings were described as follows. 

The microscopic studies of the lungs show the site of 
the old tuberculosis to be healed, scarred and with no 
evidence of recent activity. There is a marked arteritis 
throughout in various stages of development (Fig. 1). 
In some areas, there is merely a glassy degeneration ot 
the tissue with early round cell and neutrophil infiltra- 
tion. This proceeds to intimal proliferation, degenera- 
tion of the media and a very heavy round cell and 
neutrophil infiltration of all layers and the surround- 
ing tissue. At this stage, there are a number of thrombi. 
There are older lesions showing scarring and hyaliniza- 
tion, organization of the thrombi and either oblitera- 
tion of the lumen or early recanalization. Sections of 
the larger arteries show the thrombi noted grossly to be 
extensions of the previous process. In the infarcted area, 
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Active periarteritic and obliterative lesion in lung. 


the alveoli are filled with blood. The septa show loss of 
nuclear detail and neutrophil infiltration. Elsewhere, 
the lungs show considerable interstitial fibrosis. There 
are areas of emphysema and a few large blebs. Other 
areas show atelectasis and a few areas show aeration. 


The capsule of the liver is thin. The architecture is 
well preserved. The portal areas show an increase in 
the amount of round cells. The central areas are intact. 
The hepatic cells show an occasional vacuole. There 
are scattered small collections of round cells and neu- 
trophils in the sinusoids. The whole gives the appear- 
ance of an almost completely resolved hepatitis. 

The capsule of the spleen is covered with a layer of 
fibrocytes and round cells. The pulp is congested and 
contains a definite increase in the number of neutro- 
phils. The splenic follicles are large and distinct. There 
are areas of arteritis noted within the spleen. 

The capsule of the kidney is thin. The glomeruli are 
in the usual number and distribution. There are a 
number of crescent forms. The tufts are swollen and 
infiltrated with round cells and a few neutrophils. One 
or two tufts present a “copper wire” appearance (Fig. 
2). Many show swelling of the basement membrane. 
Some show partial or complete fibrous replacement. 


Changes in glomerulus with “‘copper wire’’ appearance. 
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The tubules show a cloudy swelling. Some are atrophic. 
The arteries show arteritis, as noted above. The 
glomerular lesions appear to be secondary to this. 


The adrenals are well preserved. They contain mod- 
erate amounts of lipid. There are one or two small 
areas of arteritis within the adrenals, but there is 
marked arteritis in the surrounding adipose tissue 
(Fig. 3). 

Discussion 


Many reactions with varying manifestations 
have been reported to medications in recent 
years, and this is probably a result of the many 
new and potent drugs, and the increasing alert- 
ness of physicians to drug allergy. When this 
patient was seen in consultation, hepatitis due 
to PAS. was considered by one of us (M.J.M.), 
but this impression was disregarded when it 
was learned that he had not received that drug 
in recent months. The hepatitis was attributed 
to homologous serum jaundice as a conse- 
quence of transfusions or streptomycin injec- 
tions, and a previously scheduled laparotomy 
was canceled. It is ironic that had this ex- 
ploration been done for carcinoma of the 
pancreas, as originally planned before the 
medical consultation, liver and tissue biopsy 
migixt possibly have been made at the time of 
exploration and might have given a hint as to 
the allergic nature of his disease. As the clini- 
cal course and liver function tests were com- 
patible with improvement, he was returned to 
his sanatorium, at which time isoniazid and 
streptomycin were reinstituted for three more 
days. This latter period of therapy was appar- 
ently sufficient to cause his death three and 
one-half weeks later. 


Active periarteritis in periadrenal adipose tissue. 
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In reviewing drug allergy and periarteritis 
nodosa-like reactions from medications, the 
following statement by Dr. Lewis Thomas was 
noted: “Death is a rare event in drug allergy 
and there is little information concerning the 
pathology of the disease. Rich and his asso- 
ciates found typical vascular lesions of periar- 
teritis nodosa similar to the change in experi- 
mental serum sickness, in several patients 
dying with hypersensitivity reactions to peni- 
cillin, iodine, thiourea, and Dilantin.’’! 

In the therapy of tuberculosis, PAS. had to 
be discontinued in 1.1% of a large series of 
patients due to intolerance, whereas only 0.2% 
of 1,734 patients required discontinuance of 
streptomycin.? The figures for allergic reac- 
tions to PAS. have ranged from 4%3 to 2 to 
3%,* and these reactions have occurred in al- 
most every imaginable form®. One patient was 
reported who was proven to be hypersensitive 
to both sodium para-aminosalicylic acid and 
streptomycin,® and there have been reports of 
anaphylactoid reactions to streptomycin.’ In- 
stances of intolerance to isoniazid are appar- 
ently the least frequent of all® and, in 1955, 
one group of authors commented to the effect, 
“we have never seen any of these hypersensitiv- 
ity reactions attributable to isoniazid,” while 
discussing the many allergic reactions to para- 
aminosalicylic acid.’ However, a recent review 
of the subject listed toxic reactions as occur- 
ring in 5% of the patients receiving isoniazid, 
with the more common type a toxic effect 
manifested by various peripheral neuritides, 
and the second, and less coxamon, group being 
allergic in nature and consisting of: dermatitis, 
drug fever, leukopenia, purpura, and hepa- 
titis. The authors reported the fifth case of 
hepatitis, and their patient had died from 
massive hemorrhage from esophogeal varices.® 

Had this man’s illness been recognized, and 
his medications not resumed, there would still 
have been the need to determine the drug to 
which he was sensitized, so his tuberculosis 
chemotherapy might be reinstituted later. If 
the cause had been recognized in the last few 
days prior to his death, he would possibly have 
received steroid therapy as outlined by Hough- 
ton? in his article on the treatment of hyper- 
sensitive drug reactions in tuberculous pa- 
tients. There have been reports of hyposensiti- 
zation with isoniazid'!-!2 and this might have 
been attempted early in his illness if the diag- 
nosis had been proven and the therapy re- 
garded as necessary. It is certainly not a diag- 
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nostic point, but the fact that he did not have 
local reactions at the site of his streptomycin 
injections is a point in favor of the clinical 
picture being the result of isoniazid therapy, 
as is the interval between cessation of drugs 
and decrease of jaundice. The latter periods 
were 4 days between cessation of streptomycin 
and decreased icterus index, and 13 days be- 
tween isoniazid and decreased icterus index. 


In reviewing the white blood counts, it was 
noted that the patient developed eosinophilia 
while on medication, and this manifestation 
of possible drug intolerance might be worthy 
of consideration in any patient on long-term 
drug therapy. The fact that this patient’s ill- 
ness exacerbated and terminated fatally, after 
reinstitution of his previous therapy, should 
be kept in mind when we have a situation in 
which it is desirable to resume a drug to see if 
it is the cause of a patient’s previous allergic 
symptoms and signs. It is not our thought that 
this practice should be discontinued, but the 
patient’s course should be followed closely 
and, if the physician is actually certain of the 
offending drug, particular thought should be 
given to the value of exact diagnosis as com- 
pared to possible hazards of the procedure. 

With the present-day awareness and alert- 
ness of the frequency of drug-induced jaun- 
dice, this patient’s illness would almost un- 
doubtedly have been recognized, but it is 
worth stressing once again that the medica- 
tions of every patient developing jaundice 
should be reviewed and evaluated as to wheth- 
er they might be etiologic factors. 


Summary 


A periarteritis nodosa-like illness, presenting 
as hepatitis, is described following combined 
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streptomycin and isoniazid therapy. The lit- 
erature with regard to reactions to the drugs 
used in the treatment of tuberculosis (PAS., 
isoniazid, and streptomycin) was briefly re- 
viewed. Emphasis was placed on the frequent 
occurrence of hypersensitivity reactions with 
present-day medications and the need for sus- 
picion of, recognition of, and treatment of 
these reactions when they occur. 
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Technical Control of Intra- Abdominal 
Pressure Following Large 
Ovarian Cystectomies 


WILLIAM H. FERGUSON, M.D.,t Washington, D. C. 


THis IS A REPORT of the removal of 4 large 
ovarian cysts. 

The first of these following the usual clos- 
ure of the abdominal incision, had severe 
symptoms of postoperative orthostatic hypo- 
tension. This was manifested by faintness, 
dizziness and a marked desire to remain in the 
supine position. The symptoms persisted for 
months. An external support, an abdominal 
binder, controlled the symptoms effectively; 
this was not a foundation type of garment 
but a true abdominal binder and the wearing 
of it was uncomfortable. However, the foun- 
dation type of garment did not provide the 
same degree of symptom relief (Case 1). 

The problem in a case such as this is one 
of space. Large ovarian cysts cause progressive 


FIG. 1 


stretching of the abdominal wall, primarily 
manifested by a wide elliptical separation of 
the rectus muscles and a marked thinning of 
the tissues normally lying between the mus- 
cles. Apparently the tissues of the flank and 
lateral wall do not respond to the increase 
in pressure to the same degree. This x-ray 
film (Fig. 1) in the lateral view shows the 
displacement of viscera as well as tl + marked 
abdominal distention present in Case 2. (A 
solitary gallstone is present.) A sketch from 
the side view clearly illustrates the problem 
of stretching and displacement associated with 
such large tumors (Fig. 2). 


Surgical Treatment 


Because of the extreme abdominal disten- 
{From the Washington Hospital Center, Washington, D. C. tion and stretching of the abdominal wall, 
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the necessity of a technical approach that 
would immediately give the patient effective 
intra-abdominal pressure at a physiologic level 
would be desirable. To this end the follow- 
ing procedure was devised. 


The skin incision is made in the form of’ 


a large ellipse extending from the symphysis 
to the xiphoid following the medial margins 
of the rectus muscles throughout their entire 
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length (Fig. 3). This incision is subsequently 
carried through the entire thickness of the 
abdominal wall with the removal of this out- 
lined block of tissue. 

In the case of the 53 pound cyst, the medial 
edge of the wound towels show the approxi- 
mate size and relationship of the tissue that 
is to be removed (Fig. 4). At this time the 
intra-abdominal procedures are carried out. 
Following the abdominal operation the inci- 
sion is closed as follows. 


FIG. 5 
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The wound edges are first brought to- 
gether with a continuous suture that approxi- 
mates the posterior medial edge of one side 
of a posterior rectus sheath and peritoneum 
to the posterior lateral border of the other. 
This closes the peritoneal cavity and if over- 
lapped sufficiently will be a snug but not tight 
approximation of tissue. The remaining mar- 
gin of the posterior rectus sheath and perito- 
neum is sutured down with interrupted su- 
tures with slight tension. 

This repaired, imbricated layer of tissue 
forms the posterior part of what is to be one 
rectus sheath to accommodate two thinned 
out muscles. This leaves the nerve and blood 
supply intact to the bulk of the muscle tissue 
involved. It also provides an abdominal cavity 
that is properly full of viscera and this is 
necessary for the maintenance of a normal 
intra-abdominal pressure. 

The anterior rectus sheaths are duly imbri- 
cated with interrupted sutures. A diagram- 
matic sketch of this abdominal wall closure 
is shown in figure 5. 


Case Reports 


Case 1. S. C., a 65 year old white woman, had a 
chief complaint of slow protrusion of the abdomen 
over a period of 2 years with rather rapid enlarge- 
ment in the past 4 months. The operative procedure 
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FIG. 7 


consisted of total hysterectomy, bilateral salpingo- 


oophorectomy and appendectomy with routine closure 
of the incision. 


The specimen weighed 20 pounds and the pathologic 
report was that of a benign lesion (Fig. 6). 

The postoperative course was uneventful except for 
the inability to stand or walk without feeling faint 
and dizzy unless she had on a snug abdominal 
binder. 

Case 2. S. O. C., an 88 year old white woman, com- 
plained of slow enlargement of the abdomen to such 
size that she could not walk. The uterus had prolapsed 
from the intra-abdominal pressure to the point of 
disturbing her walking and her feet and ankles were 
quite edematous. 

The operative procedure was as follows: bilateral 
salpingo-oophorectomy, suspension of the uterus, chole- 
cystectomy and appendectomy. The abdominal inci- 
sion was closed as described above. The postoperative 
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course was uneventful and there was no evidence of 
hypotensive phenomena. She was ambulated on the 
second postoperative day. 

The surgical specimen weighed 53 pounds (Fig. 7). 
The pathologic report was benign lesion. 

Case 3. M. T., a 60 year old white woman, came 
with a chief complaint of slow increase of abdominal 
swelling over one year, with associated backache, short- 
ness of breath and difficulty in walking. 

The operative procedure was that of total hyster- 
ectomy, bilateral salpingo-oophorectomy, cholecys- 
tectomy and appendectomy. The abdominal incision 
was closed as has been described. Hers was an un- 
eventful postoperative course without evidence of 


FIG. 10 
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FIG. 11 


orthostatic hypotension. She was ambulated on the 
first postoperative day. 

The surgical specimen weighed 70 pounds (Fig. 8). 
The pathologic report was benign lesion. 

Case 4. M. B. S., a 67 year old white woman, com- 
plained of her abdomen “getting so big I cannot 
carry it.” The presence of an abdominal tumor had 
been known to the patient for 10 years, but there had 
been a rather rapid growth over the past few months 
(Fig. 9). The waist measurement was 47 inches. 

The operative procedure consisted of subtotal hyster- 
ectomy, bilateral salpingo-oophorectomy, appendectomy 
and suspension of the cervix to anterior abdominal 
wall. The abdominal incision was closed as described 
previously. She was ambulated on her second post- 
operative day. The magnitude of skin incision and tis- 
sue to be removed is shown in figure 10. 

The surgical specimen weighed 47 pounds (Fig. 11), 
and the pathologic report was benign lesion. 

Figure 12, subsequent to operation, was taken at 
the time the waist measurement was 29 inches. 


Discussion 
In 3 of these 4 cases the technical procedure 
described was used. None of these patients 
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demonstrated any need for external abdomi- 
nal support. They were permitted ambulation 
on the first and second postoperative days 
without being troubled with any hypotensive 
symptoms. Their subsequent follow-up data 
of 2 and 4 years respectively for cases 2 and 
3 have not shown any discomfort or abdomi- 
nal malfunction from the type of abdominal 
closure used. In a supine position with the 
head and shoulders slightly raised they still 
demonstrated one longitudinal band of rectus 
sheath instead of two. (The fourth case was 
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operated upon too recently for long-term fol- 
low-up.) 
Summary 


(1) A technical procedure for maintaining 
physiologic intra-abdominal pressure follow- 
ing the removal of large intra-abdominal 
tumors is presented. 

(2) This type of closure of the abdominal 
wall is comfortable and produces a strong 
normally functioning abdominal wall. 

(3) Four cases of large ovarian cysts are 
presented. 
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Dr. Leslie V. Rush, left, Meridian, Mississippi, receives the 
Research Medal of Southern Medical Association from Dr. Guy 
T. Vise, right, Councilor from Mississippi to SMA, at a meeting 
of the East Mississippi Medical Society in Meridian on December 
8. The medal was awarded to Dr. Rush in absentia at President’s 
— November 2, 1960, — SMA’‘s St. Louis Meeting. 

he basis for the awarding of this medal is ‘‘meritorious and 
original research work’’ by a member of the Association. Dr. 
Rush was deemed worthy of the honor because of his research 
which resulted in the development of the Rush pin, a versatile 
intramedullary steel pin for internal fixation of fractures. 


State News Items 


The Gastroenterology Research Group will hold its 
twelfth semi-annual meeting at the Drake Hotel in 
Chicago on May 25, 1961, at 2:00 p.m. The topic of 
“Gastrointestinal Mucus” has been selected by the Re- 
search Group for its program, and five internationally 
known investigators have been invited to participate in 
the Symposium. All interested physicians and scientists 
are invited. For further information write Dr. N. C. 
Hightower, Secretary-Treasurer, Scott and White 
Clinic, Temple, Texas. 

The Sixteenth Annual Meeting of the Southern 
Society of Anesthesiologists will be held in Jackson, 
Mississippi, March 9-11. For further information write 
Dr. Curtis W. Caine, Chairman, Local Arrangements, 
4332 Manhattan Road, Jackson 6, Mississippi. 

The Southeastern Chapter of The Society of Nuclear 
Medicine will hold its second annual meeting in At- 
lanta, Georgia, March 10-11, in the auditorium of The 
Academy of Medicine. For further information write 
Dr. James C. Coberly, Chief, Radioisotope Service, 
Veterans Administration Hospital, 4158 Peachtree 
Road, N.E., Atlanta 19, Georgia. 
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The Johns Hopkins University, School of Hygiene 
and Public Health and The National Vitamin Founda- 
tion will sponsor a one day Symposium on “Mecha- 
nisms of Gastrointestinal Absorption,” March 7, 9:00 
a.m., at Hotel Sheraton-East, New York, New York. 
Advance registration is requested; there is no registra- 
tion fee. For further information write Dr. Robert §. 
Goodhart, Scientific Director, The National Vitamin 
Foundation, Inc., 149 East 78th Street, New York 21, 
New York. 

The American Board of Obstetrics and Gynecology 
has scheduled the Part IL Examinations, oral and 
clinical, for all candidates, at the Edgewater Beach 
Hotel, Chicago, Illinois, April 8-15, 1961. Formal 
notice of the exact time of each candidate’s examina- 
tion will be sent him in advance of the examination 
dates. Candidates who participated in the Part I 
Examination will be notified of their eligibility for 
the Part II Examinations as soon as possible. Require- 
ments for application and other information may be 
obtained by writing to the Secretary: Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6, Ohio. 


ALABAMA 


New officers of the Jefferson County Medical So- 
ciety are: Dr. S$. Buford Word, Birmingham, Presi- 
dent; Dr. G. J. Roscoe, Birmingham, President-Elect; 
Dr. E. B. Robinson, Jr., Fairfield, Vice-President; 
and Dr. Paul W. Burleson, Birmingham, Secretary- 
Treasurer. 


Dr. S. Joseph Campbell, who served Jefferson 


County Medical Society as 1959 President, was in- 


stalled in office as a member of the Board of Cen- 
sors and Board of Health on January 1. 


New members of Jefferson County Medical Society 
are: Drs. Bruce M. Culvahouse, John T. Eagan, Allen 
L. Haslup, Stephen Donald Palmer, Robert Marshall 
Pitts, Richard B. Shepard, and John R. Thompson, 
all of Birmingham. 

Officers of the Alabama Association of Blood Banks 
formed in November are: Dr. Albert E. Casey, Bir- 
mingham, President; Dr. J. D. Bush, Gadsden, Presi- 
dent-Elect; and Dr. S. Don Palmer, Birmingham, Vice- 
President. 


ARKANSAS 


The 50-Year Club of American Medicine has elected 
Dr. J. H. McCurry, Cash, founder of the club, Sec- 
retary. 


Dr. Merrill Grayson, Little Rock, heads the Division 
of Ophthalmology at the University of Arkansas Medi- 
cal Center. 

New Fellows of the American College of Surgeons 
are Dr. John B. Jameson, Jr., Camden; Dr. Harley C. 
Darnall, Fort Smith; Drs. Samuel J. Kuykendall and 
Jerome J. Landy, Little Rock; Dr. William R. Mer- 
edith, Sr., Pine Bluff; and Dr. Glenn P. Schoettle, 
West Memphis. 

Continued on page 216 
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Few members of Southern Medical Associa- 
tion are unaquainted with the new President, 
Dr. Lee Franklin Turlington, Birmingham, 
Alabama. A regular attendant at annual 
meetings since he became a member in 1916, 
he can call by name hundreds of his fellow 
physicians—up and down the exhibit aisles, 
in scientific meetings, and at the social gath- 
erings after hours. 

Highly popular in his own home town, his 
ready smile, keen sense of humor, deep sin- 
cerity and gracious manner have endeared 
him to patients and friends everywhere. 

A native of Smithfield, North Carolina, Dr. 
Turlington received his A.B. degree from 
the University of North Carolina in 1910 and 
his M. D. from the University of Pennsylvania 
Medical School in 1914. His internship was 
at St. Vincent’s Hospital, Birmingham, after 
which he joined Dr. L. C. Morris, an estab- 
lished gynecologist, and served as First As- 
sistant for two years. He was in the Medical 
Corps of the Regular Army for about two 
years and he organized and sent overseas 
twelve field hospitals. On his return to Bir- 
mingham, he was associated with Dr. Morris 
until the latter’s death in 1924. 

Dr. Turlington was Secretary of the Section 
on Gynecology in 1933-34, Vice Chairman in 
1935 and Chairman in 1936. He represented 
Alabama on the Council from 1953-57. He 
was also Chairman of the important Build- 
ing Committee when Southern Medical’s 
$250,000 home office-headquarters, in Bir- 
mingham, was constructed in 1958. 

When the new SMA President can leave his 
professional duties, he makes straight for his 
13-acre plot atop Shades Mountain, cultivat- 
ing the camellias that have made him almost 
as well-known a horticulturist as physician. 
(He is currently serving as President of the 
Birmingham Men’s Camellia Society.) Though 


Southern Medical Association’s Fifty-Sixth President 


the camellia rates at the top of his flower 
preferences, he is always ready to lend a hand 
to his wife (the former Miss Olivia White, of 
Lynchburg, Virginia) in the care of her roses, 
for which she is famous. This devotee of the 
glamorous camellia does not turn up his nose, 
however, at weeding the vegetable garden 
which supplies family and friends with beans, 
greens, corn, tomatoes and fruits throughout 
the growing season. 

Dr. and Mrs. Turlington are the envy of 
many of their friends who have seen their 
children grow up, marry and leave them. 
Daughter Lula Rose (Mrs. William C. Black- 
well) lives next door and Olivia (Mrs. Wil- 
liam C. Miller) just beyond. The seven grand- 
children add to the joy of family life—and 
they, too, are interested in flowers and gar- 
dening, and in riding their horses, Betty and 
Lady. 

Dr. Turlington is a member of the Ameri- 
can College of Surgeons, Southeastern Surgical 
Congress, American Medical Association, 
Alabama Medical Association, Jefferson Coun- 
ty Medical Association, Southern Gynecologi- 
cal and Obstetrical Society, Alabama Gyne- 
cological and Obstetrical Society, Birming- 
ham Surgical Society and Birmingham Clini- 
cal Club. 


His extensive professional and community 
interests include work with the Planned Par- 
enthood League of Alabama, of which he is 
a past president. He is now Chairman of the 
Board of the League and has been for many 
years. He served a five year term as a member 
of the Board of the Planned Parenthood Fed- 
eration of America. He is Associate Professor 
of Gynecology at the Medical College of 
Alabama. 

Dr. Turlington succeeds Dr. Edwin Hugh 
Lawson, New Orleans, Louisiana, as President 
of the 15,000-member Southern Medical As- 
sociation. 
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SOUTHERN MEDICAL NEWS 


Continued from page 212 


Drs. Charles H. Barnes and Frank E. Morgan, Little 
Rock, are new members of the Pulaski County Medical 


Society. 
DISTRICT OF COLUMBIA 


Dr. James H. Matthews has been appointed Chief 
of the Veterans Administration’s clinical research in 
pulmonary diseases. 


Dr. Clyde B. Cope has joined the data processing 
staff of the Veterans Administration Department of 
Medicine and Surgery at VA Central Office. Dr. Mil- 
ton I. Schwalbe is director of the staff. 

Dr. Allen C. Cross is the new Medical Director of 
the U. S. Government Printing Office. 

Seven members of the D. C. Medical Society were 
inducted as Fellows of the American College of Sur- 
geons. They are Drs. William H. Cooper, Erman W. 
Edgecombe, Gordon S. Letterman, J. Winthrop Pea- 
body, Jr., Bernard F. Peacock, John F. Potter and 
Maxine Ann Schurter. Dr. Peacock is an Associate 
member while the rest are Active members. 

Dr. Joseph W. Peabody, Jr., is the new Second Vice- 
President of the Southern Chapter of the American 
College of Chest Physicians. 

Dr. W. Fred Mayes is the new President of the 
Harvard Public Health Alumni Association. 

Col. Harvey C. Slocum (MC) was elected President 
of the American Board of Anesthesiology for the 
year 1960-1961. 

A new member of the Board of Trustees of the 
National Geographic Society is Dr. Walter K. Myers. 


FLORIDA 


Several members of the Dade County Medical As- 
sociation have been inducted as Fellows of the Ameri- 
can College of Surgeons. They are Drs. Thomas F. 
Blake, Albert J. Ehlert, Stephen H. Glucroft, Banning 
G. Lary, Arturo C. Ortiz, George A. Segal, William 
A. Shaver and Thomas J. Zaydon, all of Miami. 

Drs. Robert Watson and Arthur I. Rudolph, Miami, 
have been certified by the American Board of Ob- 
stetrics and Gynecology. 

Dr. DeWitt C. Daughtry, Miami, was _ recently 
named President of the Southern Chapter of the 
American College of Chest Physicians. 


Dr. George F. Schmitt, Miami, was re-elected Secre- 
tary-Treasurer of the Florida Diabetes Association. 

Dr. Stephen C. Wright, Miami, has been elected a 
Fellow of the American Academy of Child Psychiatry. 


Dr. William Curtis Adams, Miami, has been ap- 
pointed Medical Director of Variety Children’s Hos- 
pital and Associate Professor of Pediatrics at the 
University of Miami School of Medicine. 

Dr. Morris B. Seltzer, Daytona Beach, became Presi- 
dent of the Florida Diabetes Association at its eighth 
annual meeting recently. Dr. Theodore F. Hahn, Jr., 
DeLand, became President-Elect and Dr. George F. 
Schmitt, Jr., Miami, was re-elected Secretary-Treasurer. 
Members of the Board of Governors are: Dr. Hahn; 
Dr. Grover C. Collins, Palatka, immediate Past Presi- 
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dent; Dr. William C. Thomas, Jr., Gainesville; Dr, 
Joseph J. Lowenthal, Jacksonville; and Dr. Kenneth 
Phillips, Miami. 

Dr. Louis C. Skinner, Jr., Coral Gables, is the new 
President of the Miami Dermatological Society. Dr, 
Meyer Yanowitz, Miami, will serve as Vice-President 
and Dr. Bert L. Peppercorn, Miami Beach, as Secre- 
tary-Treasurer. 


Governor LeRoy Collins has appointed Dr. Stephen 
G. Gyland, Jr., Jacksonville, as a member of the 
Board of Social Welfare in District Number 6, Duval 
County. 

Dr. James N. Patterson, Tampa, is Chairman of 
the Council of Clinical Chemistry of the American 
Society of Clinical Pathologists and Secretary of the 
Section of the Private Practice of Pathology of the 
College of American Pathologists. He was appointed 
a member of the Nominating Committee and a mem- 
ber of the Committee on Metabolic Patterns of the 
American Society of Clinical Pathologists. 

New officers of the Florida West Coast Radiologi- 
cal Society are: Dr. James T. Shelden, Lakeland, 
President; Dr. Richard V. Meaney, Bradenton, Vice- 
President; and Dr. Joseph C. Rush, Clearwater, Sec- 
retary-Treasurer. 

Dr. Sanford Cobb has been advanced from Assistant 
Professor of Anesthesiology at the University of Miami 
School of Medicine, and from Assistant Director of 
Anesthesiology at Jackson Memorial Hospital, to As- 
sociate Professor and Associate Director at the School 
and Hospital, respectively. 


GEORGIA 


The 1961 Annual Session of the Atlanta Graduate 
Medical Assembly, sponsored by the Fulton County 
Medical Society, will be held at the Atlanta Biltmore 
Hotel, February 19-22. One of the faculty members 
will be Dr. Fount Richardson, Fayetteville, Arkansas, 
First Vice-President of Southern Medical Association. 

Dr. W. Loomis Pomeroy, Waycross, is the new 
President of the Georgia branch of the American 
College of Surgeons. 


Dr. A. Frederick Bloodworth, Gainesville, was elect- 
ed President of the Georgia Thoracic Society. 

New members of the Medical Association of Georgia 
are Drs. Robert E. Arnall and Claude Frederick Mc- 
Cuiston, Atlanta; Drs. Prentiss E. Findlay, Robert 
Hamilton Groves, and Frank Dempsey Guillebeau, 
all of Albany; Drs. Ralph S. Buvinger and George 
Edward Tanner, Dublin; Drs. David H. Rozier and 
Gene McKenzie Kelly, Macon; Dr. James F. Brooks, 
Monroe; Dr. Augustus Baldwin Dudley, Jr., Columbus; 
Dr. Allen August Gleitz, Cairo; Dr. Lawrence Kendrick 
Lewis, Madison; Dr. Billy DuPont Luke, Blackshear; 
Dr. John Marvin Miller, Valdosta; Dr. Carvin C. 
Moreland, Logansville; Dr. Norman Brundage Pursley, 
Gracewood; Dr. Herbert Dean Smith, Mt. Vernon; 
Dr. Thomas Otis Sturkie, Augusta; and Dr. James 
Parham Taylor, Thomasville. 

Dr. Joseph B. Mercer, Brunswick, has been elected 
President of the Georgia Academy of General Practice. 
Officers elected to serve with him are Dr. Charles E. 
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ECFMG 


The Educational Council for Foreign Grad- 
uates has come under fire by some medical 
groups as well as in some of the lay press 
which is extremely unfortunate, since it repre- 
sents to some extent a distortion of the facts 
and to some degree the selfishness on the part 
of certain physicians. 

With the expansion of hospital beds because 
of increased construction of new hospitals and 
additions to old hospitals, the shortage of 
house-staff has been of growing acuity in the 
past decade. To meet this vacuum in house- 
officers there has been an increasing number 
of graduates of foreign medical schools enter- 
ing the Country to fill the needs of the grow- 
ing number of accredited hospitals. (Some 
10,000 foreign graduates were in residence in 
this Country in 1959-60.) The great majority 
of our own graduates are currently being 
absorbed by the university hospitals of this 
Country and the more prominent of the non- 
university hospitals of our large cities. On the 
other hand, the United States is becoming the 
mecca for graduate training for physicians of 
the world, somewhat reminiscent of the days 
at the turn of the century when our graduates 
gravitated to the European countries for ad- 
vanced training. America’s contribution to 
world medicine is of exceeding significance 
and of inestimable importance in the “cold 
war.” Physicians in most parts of the world, 
and particularly in many of the underdevel- 
oped nations, stand high and are influential 
in political circles and in government. An 
indoctrination in American life and in Ameri- 
can medicine stands us well in the making of 
friends in a turbulent world. Thus, the United 
States has much to offer to foreign medicine 
and is already in competition with communis- 
tic Russia in this sphere. 

Nevertheless, it was obvious from the begin- 
ning of the acceptance of foreign graduates as 
house-officers that this was attended by certain 
problems, and actually possible hazards to our 
patients, because of the demonstrated educa- 
tional deficiencies of some foreign graduates 
and particularly of the great difficulties in 
communication. Thus, when house-officers 
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were left on their own responsibility, deficien- 
cies in medical education might become mani- 
fest in inconsiderate and poor treatment of 
patients; the language barriers not infre- 
quently resulted in the inability to under- 
stand and to carry out orders as given by at- 
tending physicians. (Almost every community 
can provide stories of mismanagement on 
these bases which would represent good 
grounds for suit, and the unquestionable loss 
of such a suit if it came to trial.) 

Because of these obvious difficulties, in 
1957, several agencies assumed the responsi- 
bility of setting standards for foreign trained 
physicians through certain qualifying tests. 
These agencies were the American Medical 
Association, the American Hospital Associa- 
tion, the Association of American Medical 
Colleges, and the Federation of the State Med- 
ical Boards. In July of 1958, all accredited hos- 
pitals were informed that “regardless of the 
date of appointment, it is expected that all 
graduates of foreign medical schools serving 
as interns or residents in U. S. hospitals as of 
July 1, 1960, will have been certified by the 
Educational Council for Foreign Medical 
Graduates.” It furthermore developed that 
hospitals not abiding by this regulation would 
lose their accreditation as of Dec. 31, 1960, if 
unqualified foreigners were used in any way 
involving the care of patients. These qualifi- 
cations were approved by the Immigration 
and Naturalization Service of the State De- 
partment, the agency which controls the tem- 
porary or student visa under the Exchange- 
Visitor Program as separate and distinct from 
permanent immigration. The examination in- 
cludes testing the ability to use and under- 
stand the English language, and also medical 
knowledge as based on National Board Ex- 
aminations. Passing these examinations with 
a score of 75% or better assures the foreign 
graduate of a “permanent certificate”; a score 
between 70 and 75 of a “temporary certificate” 
with the opportunity of being re-examined at 
a later date. During 1960 these examinations 
were given in this Country as well as in for- 
eign countries. After 1960 examinations must 
be passed in the home country before student 
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visas will be issued for travel to the United 
States. 

At the recent session of the A.M.A. held in 
Washington the delegations from several of 
the more populous seaboard states introduced 
resolutions which, though differing somewhat, 
would in essence have extended the period for 
training in this County for from a matter of 
months to several years irrespective of the fact 
that they had failed the ECFMG test. The 
topic was aired very thoroughly from all 
angles before a Committee on Resolutions 
which reported to the House of Delegates the 
recommendation that the A.M.A. plan stand 
with only slight modification, that in certain 
exceptional instances the foreign graduate 
might be kept on until he has had the oppor- 
tunity to repeat the examination. Within this 
period, however, the graduate is not to have 
any responsibility for the patient or to work 
in a clinical area, and this time may be used in 
educating the foreign graduate in subjects 
which would permit his passing the examina- 
tion. 

Time magazine unfortunately implied criti- 
cism of the “powerful American Medical As- 
sociation” making the passing of the test a 
qualification for internship and _ residency, 
going on to say that this then curtails their 
training as well as making them liable for de- 
portation. It plays up the “loss of face” and 
embarrassment of the failed foreign graduate 
returning to his country a failure. 

This is all well and good, but one must look 
at the other side of the ledger as well, and ask 
the question whether American medicine is 
doing itself proud in “the training of these 
foreign graduates” and to inquire further into 
what assistance we are giving to patient care 
in the foreign countries in question. The for- 
eign graduate has been used all too frequently 
as a “pair of hands,” to take histories and do 
physical examinations, thereby relieving busy 
practitioners of what they consider to be 
onerous aspects of the practice of medicine. 
Also, all too often the teaching program in the 
hospitals in which these foreign graduates in- 
tern or have residencies is an educational pro- 
gram in name only, and for as many foreign 
graduates as “lose face” by failing the exam- 
ination there probably are an equal number 
who are returning to their homeland embit- 
tered by their experience of being used as 
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“another pair of hands,” and of even greater 
importance, disappointed by the brand of 
American medicine they may have witnessed 
or in which they have taken part. These for- 
eign physicians then upon returning to their 
homeland may provide medical care commen- 
surate with the poorer standards or levels of 
American medicine and not the highest. Thus, 
an unfortunate side effect of the training of 
the foreign graduate may be reflected as a 
black label on American medicine since the 
foreign graduate, particularly after several 
years in this Country, is likely to assume a 
rather high position as a specialist in his 
homeland. What type of specialist are we turn- 
ing out in our graduate program? This is 
something for the leaders of American medi- 
cine to ponder! For the good of world 
medicine and the influence- of American 
medicine on the teaching and practice of 
medicine throughout the world, the ECFMG 
will probably stimulate a greater proportion 
of the better students among foreign graduates 
to seek graduate education in this country, the 
poorer ones having been eliminated by the 
examinations. The hospitals which conduct 
so-called teaching programs will need to give 
them careful thought, since the better foreign 
graduate naturally selected by these examina- 
tions will, by virtue of his own intelligence 
and education, seek the better teaching hos- 
pitals in this Country. 

This will come as a bitter pill to the doctors 
who wish “slave labor” to do the scut-work, in 
which is included history taking, the most 
meticulous and rewarding aspect of the pa- 
tient’s study—what a diagnostic instrument to 
leave in the hands of one poorly conversant 
with English! The thinking segment of the 
profession can see only good coming from the 
ECFMG examinations. The net result will be 
the entry on exchange-student visas of a more 
capable group of foreign graduates, at least 
reasonably well versed in English, who will 
profit by a graduate educational experience in 
American medicine, the more capable there- 
fore of adding luster to American medicine 
and presenting it in its best light in the 
nations around the globe. These are the men 
and women who will raise the levels of medi- 
cal education in the underdeveloped nations 
to provide health and aid in nutrition, the 
absence of which are the essence of unrest, re- 
volt, and a turn to Communism. On our side 
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of the waters the ECFMG examinations will 
provide for safe and better care of our own 
patients and families wherever house-staff play 
a part in their care. Even if the hospitals with 
an inadequate educational program suffer a 
dearth of “slave labor” or “extra pair of 
hands,” our own citizens should be safer if 
the American educated attending staff are 
forced to take their own histories, do their 
own preoperative physical examinations and 
give the intravenous fluids or transfusions 
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than by a foreign graduate who may have 
received an M.D. degree, in some instances, 
from schools which are reminiscent of some 
of our medical schools of the first decade of 
this century. 

The ECFMG examinations seem clearly to 
represent a much needed safeguard for Ameri- 
can medicine from whichever way one looks at 
it, whether in world-wide prestige or influence 
in education, or in adequate medical care, not 
only abroad but at home. 


Patients with Staphylococcus Septicemia 
Receiving Bacteriophage Service.* 


“The selection of the 100 patients for the present list 
has been made on the basis of objective criteria. First, 
there must have been received by us a request for bac- 
teriophage service and therefore the series may be re- 
garded as unselected. Second, there had to be reason- 
ably convincing evidence that a blood stream infection 
with staphylococcus actually existed. In most instances 
there were repeated positive blood cultures and the or- 
ganism was submitted to us for study... . 

“Other possibilities require consideration. We see in 
this record a challenge to close scrutiny of the technical 
methods employed in the preparation of the bacterio- 
phage filtrates used in treatment and we are inclined to 
believe that these agents may have been more suitable 
at certain particular times. The stock bacteriophage 
has not been standardized and every effort is still being 
made to increase its efficacy in the light of continued 
experience. . . . 

“Of far greater significance, however are factors. . . . 
Among these may be mentioned age and sex of the pa- 
tient, condition of the vital organs, such as heart, lungs, 
brain, kidneys, at the start of bacteriophage treatment, 
susceptibility of the infecting organism to bacteriophage 
lysis, virulence of the infection, delay in instituting treat- 
ment and wisdom exercised in carrying out the treat- 
ment. 

“As to distribution according to sex and age, there 
were 42 females and 58 males, an apparently insignifi- 
cant difference. One boy was 15 days old and another 3 
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months old; 1 woman was 80 years old... . 

“Susceptibility of the Staphylococcus to the Available 
Bacteriophages. In most instances the staphylococcus of 
sufficient virulence to invade the blood stream is found 
to be susceptible to lysis by our stock staphylococcus bac- 
teriophage. . . . In 20 cases of the series we failed to re- 
ceive a culture of the infecting organism in spite of re- 
peated requests. In 74 cases the culture from the patient 
was found completely susceptible to our stock staphylo- 
coccus bacteriophage in the first trial. In general we 
have the impression that the staphylococcus resistant to 
bacteriophage is of relatively lower virulence than the 
phage-susceptible strains, but further observations are 
required before an unreserved statement can be made in 
regard to this point... . 

“Comment. The appraisal of a therapeutic agent on 
the basis of clinical experience is beset with difficulty. 
The human material is lacking in uniformity. One 
takes the patients as they come. It has been suggested 
that alternate patients might be observed as controls, 
intentionally omitting the use of bacteriophage. Such a 
program would require a control of the clinical ma- 
terial which we have lacked. Furthermore, we should 
be loath to attempt such a control series even if the 
clinical material were available under our control. .. . 

“Brief notes are presented on 100 cases, No. 16 to No. 
115 in our series of staphylococcus bacteremias receiving 
our bacteriophage service. Of these patients 75 died and 
25 survived. This is a much better percentage than is 
found in published reports of this condition. 

“Staphylococcus infection of the blood stream is def- 
initely influenced by the intravenous administration of 
potent bacteriophage and when wisely employed the bac- 
teriophage is helpful, sometimes even life-saving in the 
treatment of these patients.” 
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Constitution and Bylaws* 
Southern Medical Association 


CONSTITUTION 
ARTICLE 1—Name 


The name and title of this GAL “ASSOCIA 
the SOUTHERN MEDICAL GIATION 
nonprofit organization) Ly under 
the State of Alabama, and its domicile shall be a 
Birmingham, Alabama. 


ARTICLE 2—Purposz 


of this Association shall 
foster scientific medicine. It 
have no direct connection with or control 
over any other society or organization, nor shall it 
at any time be conmnciied by any other society or 
organization. All meetings of the Association thal 
for the of reading and discussing 
to the science of medicine, to 
lic healt ¥ to medical education. The As- 
ation shall not at any time take active part in 
any economic, political or sectarian questions, or 
movements for securing tive ounce 


3—MEMBERSHIP 


Section 1. embers. The membership of this 
Association shall be limited to the white members 
of the various state and local medical societies of 
the following states, viz.: Alabama, Arkansas, Dis- 
trict of Columbia, Florida, Georgia, Kentucky, 
Louisiana, Maryland, Mississippi, Missouri, North 
Carolina, Oklahoma, South Carolina, Tennessee, 
Texas, Virginia, West Virginia; to white medical 
officers of the United States Army, Navy, Public 
Health Service and Veterans’ Bureau on active duty 
and to white American members of the Canal Zone 
Medical Association and the Puerto Rico Medical 
Association. 


Section 2. Honorary Members. An active mem- 
ber of *. Association who has been a member for 
a period of not less than ten consecutive years and 
who is an honorary member of his component so- 
ciety and of his constituent association, or who by 
reason of ill health or physical disability or who be- 
cause of eminence attained in the profession, may at 
the discretion of the Council be recommended for 
hon membership. Such honorary members shall 
have all the rights and privil of membership 
except that they may not hold office nor shall they 
be required to pay dues. 

Section $. Associate Members. The Association 
may have five of associate members: () a 
member who has moved from the territory o' 
Southern Medical Association, (2) a physician from 
outside of the territory of the Southern Medical 


ments. 


cine but who is on the tonttine staff of a medical 
ool or ¢ in research, practice or poems 
tion of a science allied to poe Won and holding a 
degree in a subject commonly to asa a 
science, and (5) a ror who has rendered meri 
torious service to the medical profession or to 
humanity. To be eligible for associate membership 
under Classes 2, $, and 4, a person must satisfy the 
holding. mex as set forth in Section 1 except for 
ding membership in state and local societies in 
the case of Classes $ and 4. Associate members under 
b<—% - 4 and 5 shall be recommended for member- 
ind by the Council. Under i. 3 
be accepted for mber- 
the Association Office eligibility 
the provisions of this Section has been de- 
panne Associate members shall not hold office 
nor be a to vote. Associate members under 
Cc 1, 2, and 4 shall pay the lar_ annual 
dues and shall receive the Southern Medical aoe, 
although, by action of the Council, dues and Journal 
privileges may be waived for good cause in Class 1. 
Associate members under Classes 3 and 5 shall not 
pay dues nor receive the Journal unless by personal 
subscription. 


ARTICLE 4—Screntiric Work 
The scientific work of this Association shall be 
divided into twenty sections: jon on General 
Practice, Section on Medicine, Section on Gastro- 
enterology, Section on Neurology and Psychiatry, 
Section on Pediatrics, Section on Pathology, Section 
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on Radiology, Section on Der 

ology, Section on Allergy, Section on nvaical edi- 
cine Section on industrial Medi- 
cine and ion on —_ =) Section on 
and Surgery, ion on Gyne- 
cology, Section on Obstetrics, Section on Urology 
Section on Proctology, Section on Ophthalmology 
and Otolaryngology, Section on Ancsthoneneay. 
Section on mn Public Health; and such other 

as the Association may from time to time create or 


ARTICLE 5—ANNUAL MEETING 


Section 1. The Association shall hold an annual 
meeting during which there shall be not less than 
two general sessions, one of which may y & devoted 

to to the business of the Association and_ restricted 
exclusively to the membership when so determined 
the Council the Executive Committee or 
upon a petition fi by not less than twenty-five 
members of Association. All expenses the 


ion 2. The time and piece for betting | each 
onal  mesting shall be fixed by the Counci 
Section 3. Persons of distinguished ete at- 
tainments, not mem! of this Association, may be- 
come guests duri any annual session, and shall 
be accorded the privilege of partic poe in all of 
the discussion. The privilege of the floor cannot 
be otherwise ex except by unanimous affirma- 
tive vote of the members present. 


ARTICLE 6—Orricers 


Section 1. The officers of the Association shall be 
a President, President-Elect, First Vice-President, 
Second Vice-President, a Board of Trustees, and a 
Council com: of one member from each state or 
district of the Association. An Executive Secretary, 
a Business Manager, a Treasurer, and an Editor of 
the Journal, shall be selected by and with the 
consent of the Council, with salaries and tenure of 
office to be determined by the Council. 


Section 2. All elective officers of the Association 
except the Trustees and Councilors shall be elected 
annually at the last general session. 


Section 8. The Councilors shall be appointed by 
the President, one from each of the states enu- 
merated in Article $, Section 1, and shall serve for 
five years, and shall not be eligible for reappoint- 
ment, the Councilor terms expiring with the close of 
annual meetings. This Section shall become effec- 
tive as of 1933, the Councilor terms to expire as 
follows: 1933, Louisiana, ict of Cafu Oklahoma; 

1934, Arkansas, Georgia, ~— of Columbi — Lat 

Florida, South Carolina, 1936, 
Maryland, Missouri, North Guten 1987, 
Tennessee, West Virginia, Kentucky. 

Section 4. The Trustees shall be six in number 
and shall be elected by the Council, one each year, 
to serve for a iod of six years. The oldest mem- 
ber in point service shall be the Chairman. 


ARTICLE 7—Szction OFFICERS 


The officers of each Section shall consist of a 
Chairman, Vice-Chairman and Secretary, and when 
so desired by the Section, a Chairman-Elect as an 
additional officer or in place of the — Chairman, 
elected annually by mem of the respective 
Sections. Each section is encouraged to designate 
an Executive Committee or Advisory Committee, 
preferably made up of current officers and imme- 
diate past Chairmen, to aid in planning the work 
of the Section, evaluating papers for possible pub- 
lication, and serving as a Nominating Committee 
when requested. The Chairmen and Secretaries of 
all Sections may be invited to meet with the Presi- 
dent and the members of the Committee on Scien- 
tific Work immediately preceding or during each 
annual meeting. The Secretaries or representatives 
of all Sections may be invited to meet with the 
Committee on Scientific Work each winter, near 
February Ist. 


ARTICLE 8—Szac 


The Association shall have a common seal, with 
power to break, or renew same at 
pleasure. 


ARTICLE 9—AMENDMENTS 


The Association may at any annual ry 4 
amend any article of this Constitution by a 
thirds affirmative vote of mem! present 
voting at a general _— of that meeting, pro- 
vided the amendment has been presented in Orit. 
ing = laid on the table at the previous annual 
meeting. 
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BYLAWS 


CHAPTEK 


Section 1. Any member who is under sentence of 
suspension or expulsion from his state or local so- 
ciety shall automatically forfeit his membership in 
this Association. 

the 


in attendance at 

and shall receive a 

—— which shall be evidence of his right to all 
cr shall take part in any of the proceedings of 

—-¥ take part in an 

an annual meeting until he has complied with the 

provisions of this Section. 

Section 3. The Association may at any annual 
meeting on recommendation of Council suspend 
expel any member of the Association by a 
vote of those present at the last general session 
that meeting. 


Section 4. Ap & 
Association shall shal be made 


accept or reject any application for mem 
CHAPTER 2—GeEnNERAL SESSIONS 


Section 1. The general sessions shall include all 
istered members and ¢ 


ich may be at a 
luncheon on the first or second day of the annual 
meeting, may be utilized as a business at 
which pertinent business affairs of the Association, 
such as proposed amendments to the Constitution 
and Bylaws, may be presented and discussed. An- 
other general session shall be held on the third 
evening, at which time the President’s address, 
other adi , the report of the Council, announce- 
ment of special awards, election of new Officers and 
installation of the new President, will make up the 
order of business. 

Section 2. The President shall have authority 
to create commissions or committees for scientific 
investigations of special interest and importance to 
the profession and the public. He should receive 
and dispose of these reports in the proper chan- 
nels. Any expenses incurred in such an operation 
must be approved by the Executive Committee. 


Section 3. Except by special order, the order of 
exercise, papers and discussions as set forth in } 
official program shall be followed from day to pA] 
until it has been — and all papers omi 
will be recalled in regular order. 


Section 4. No address or paper before the Asso- 
ciation, or any of its Sections, except the address of 
the President, the Section Guest a and other 
speakers on special programs symposia, shall 
exceed fifteen minutes in semsannation. The open- 
ing discussion shall be limited to five minutes and 
succeeding discussions shall not exceed three min- 
utes each. No mem or guest may discuss any 
paper more than one time. The closing discussion 
is not to exceed five minutes. 

Section 5. All papers read before the Association 
or any of its Sections shall be the property of the 
Association. Each paper shall be deposited with 
Secretary of the Section when read. PThe officers of 
each Section, preferably the Executive or Advisory 


Committee of each Section, shall uate for the 
— all papers in regard to yy publi- 
cation. 


CHAPTER 3—ELEcTION OF OFFICERS 


Section 1. All elections shall be made by the 
type of ballot (secret, voice, or raising of hands) 
as the majority of those members present may de- 
sire. A majority of the votes shall be necessary for 
election. If no one receives a majority of the votes 
cast the member receiving the smallest —- of 
votes shall be dropped and the balloting shall 
repeated. 

Section 2. The report of the Council and > 

tive Committee of this Association shall be 
presented at the last general session. 


of the Council consisting of five mem from the 
Council appointed by the AE of the Council 
and Ce at at the midwinter meeting of the Ex- 
ecutive Committee. One member represent 
each class with the oldest member in point ot serv- 
ice acting as Chairman. It shall be the duty of this 
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Committee to seek, receive and consider names for 
all elective offices. consideration, a list 
of nominees shall be submitted to the Council for 
nomination as prescribed already in the Constitution 
and Bylaws. The submission of such a list docs 
not preclude nominations from the floor. The re- 
sults of these nominations along with the report of 
the Council and the election of officers shall be 
submitted to the general membership as the final 
of business at the last general session. 

Section 4. Each Section shall elect its own of- 
ficers at a regular session of the Section and shall 
notify the Executive Secretary of the full list of 
officers for the ensuing year. 


CHAPTER 4—Durties of Orricers 


Section 1. The President shall preside at all 

nections at which the Association is He 
appoint all committees not 

may deliver an annual address at the nthe general 

session to be held at a time and place 
upon by the Executive Committee. In meetings of 
the Council or the Executive Committee, he shal! 
cast a deciding vote in case of a tie. He shall 
perform such duties as the definition of his 
office requires. The program for the general scien- 
tific sessions shall be formulated by the Committee 
on Scientific Work in consultation with the Presi- 
dent and the Executive Committee. 


Section 2. The First Vice-President shall assist the 


tution and Bylaws. 


Section 8. The Second Vice-President shall be 
a member of the Committee on —— Places and 
shall keep himself informed on Constitution 
and Bylaws of the Association. He Should be ready, 
on call of the President, to serve on committees 
or serve in any other capacity as a 
President. He should assume the office of First 
Vice-President in case of vacancy of this office. 

4. The Executive yoy be the 

area of responsibility a 
shall and direct 


vision of Employees—He employ and 
mnel (full part-time) including 
the assignment of duties of such employees except 
staff ion of 


officers, he shall seek at all times to expand the 
membership and interests of the Association. He 
shall keep, or cause to be kept, the official minutes 
of the transactions of the Association as the Council 
may direct, and not otherwise greviied, He shall 
conduct the official correspondence and shall 
the custodian of all official records and 

the Association. (c) Director of Finance 
ary Control—As chief finance officer of 
ciation, he receive all fu 

quests and donations, and 
credit of the Treasurer or to other offi 
nated Funds or Accounts. He shall direct x 


not be amended without the approval of the 
Association shall be 


All expenses 0! 

id by check signed by the Executive Secretary or 
Manager, either as the or 

or as a counter-signature as di 
cil. He shall 


jouthern Medical 

the Association. (e) of He 

oo delegate to the Business wit 
his consent, or to staff 
above responsibilities. 
Section 5. The Business Manager shall be \- 
sible directly to the poo oy with the understa 
his work shall be co-ordina 


He wii 
direct all activities 


| 
have equal rights to participate in the proceedings 
and discussion and, except guests, to vote on pre- 
vailing questions. Each session shall be presided over ee ; 
by the President, or, in his absence or inability or by ent in the discharge Of his Cuties and in : 
event of his death, resignation, or removal, shall 
succeed him. He shall also perform such other 
duties as may be assigned to him under the Consti- 
| 
usiness anager, itor, an other 
ministrative officers. (b) Promotion and Records— 
render an annual financial report to the Council. ; 
He shall prepare and recommend an annual budget : 
to the Council. Said budget, when amended and : 
adopted by the Council, shall determine the expen- 
shall 
of account by a certified public accountant, ap- j 
a by the Council, which audit report shall 
transmitted to the Council as a part of his fi- 
nancial report. He shall be bonded in favor of the 
Association in an amount determined Le the Coun- 
cil, with the premium cost of such bond to be paid 
ecutive Secretary shall plan and - 
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related to the production of revenue for the Associa- 
tion. His special areas of responsibility shall be: (a) 
Business Management of the Journal and other 
Publications—He shall have active direction of the 
business affairs of the Journal including (1) estab- 
lishing and maintaining advertising policies, subject 
to the prior approval of the Editor or any com- 
mittee or agency so designated by the Council, (2) 
securing advertising, (3) executing and enforcing 
contracts for printing, and os production 
of the Journal. (b) Director of chnical Exhibits— 
He shall plan and direct the technical exhibits for 
the annual sessions in accordance with basic policy 
established by the Council or Executive Committee. 
(c) Physical Facilities for Annual Sessions—He shall 
secure necessary facilities for holding the annual 
sessions; executing necessary contracts and agree- 
ments for proper and adequate space, and shall 
advise the Executive Secretary and the Council with 
respect to the availability of adequate facilities for 
the annual sessions within the territory. (d) Super- 
vision of Employees—He shall employ and _ direct 
the full and part-time staff personnel under his 
immediate supervision. (e) Director of Scientific 
Exhibits—He shall plan and direct the scientific ex- 
hibits for the annual sessions. All proposed exhibits 
shall be approved by the Editor or such other 
committee or agency designated by the Council in 
order to secure professional and educational evalua- 
tion prior to the sessions. (f) Acceptance of Other 
Responsibility—At the request of the Executive 
Secretary, and/or Council, he shall take responsi- 
bility for other personnel and duties. 

Section 6. The offices of Executive Secretary and 
Treasurer, or of Business Manager and Treasurer 
may be combined and vested in the same person at 
the discretion of the Council. If the offices be 
separate, the Treasurer shall be elected by the 
Council which shall determine his compensation 
and tenure of office. He shall give bond in an 
amount determined by the Council, with the pre- 
mium of said bond to be paid by the Association. 
He shall receive all funds from the Executive Secre- 
tary and deposit the same in a bank or banks lo- 
cated in the domicile of the Association. Such de- 
positories shall be designated by and with the con- 
sent of the Council. He shall sign all checks drawn 
on the Association for sums provided for in the 
annual budget. 

Section 7. The Council, at its discretion, may 
elect an Advisor and Professional Relations Coun- 
selor to actively serve the Association under the 
direction of the Council. His compensation, tenure 
of office, and specific responsibilities shall be de- 
termined by the Council. Proper and adequate 
budgetary allowances shall be made in the regular 
budget submitted annually to the Council for adop- 
tion, said allowances to include salaries, rent, travel 
expense, supplies and other reasonable expenses in- 
cident to the performance of his duties as designated 
by the Council. He shall submit an annual report 
of his activities to the Council. 

Section 8. The Editor. (a) He shall be respon- 
sible for the non-advertising portion of the Journal, 
including (1) the preparation of editorials, (2) the 
selection and editing of scientific articles, (3) the 
sectional content, and (4) the general format with 
approval of the Executive Secretary and Business 
Manager. (b) He may appoint, by and with the 
consent of the Council, assistant or associate editors 
and/or an Editorial Board. (c) He will review, or 
cause to be reviewed, any books which in his dis- 
cretion merit the Frege ng of a review in the 
Journal. (d) By and with the consent of the Execu- 
tive Secretary (acting as Managing Editor), he shall 
establish practical mechanics for handling ~~ 
scripts and other materials for publication. (e) Hi 
may, with the consent of the Council, employ ron 
sary secretarial assistance. 


CHAPTER 5—CounciL 


Section 1. The Council shall hold sessions as 
seem necessary during or immediately preceding the 
annual meeting of the Association, and at such 
other time as necessity may require, subject to the 
call of the Chairman or on petition of three Coun- 
cilors. It shall hold a session on the first day of 
the annual meeting of the Association. At each 
annual meeting a Chairman for the succeeding year 
shall be elected. It shall, through its Chairman, 

e an annual report to the Association at such 
time as may be provided for. 

PR ann 2. Collectively, the Council shall be the 

ing Body of the Association. It shall have 
Pe wo over all questions involving the rights 
and standings of members, whether in relation to 
other members or to this Association. All matters 
brought before the general sessions or Sections shall 
be referred to the ncil for consideration. 


Section 3. In the event of any regularly appointed 
Councilor being unable to attend the annual meet- 
ing, the Chairman of the Council shall appoint an 
alternate to serve for that meeting. 


Section 4. The Council shall constitute the Nomi- 
nating Committee for all elective offices except the 
Section Officers and shall report the results of its 
deliberations to the last general session. It shall in- 
clude nominations for such offices as are to be filled 
at that annual meeting. Members of the Council 
are not eligible to any of the offices nominated by 
them. Nothing in this section shall be construed as 
preventing additional nominations being made on 
the floor by members of the Association. 


Section 5. There shall be an Executive Commit- 
tee of the Council to represent -the Association and 
Council between the annual meetings to consider 
special matters as would come before the Council 
and report their findings and conclusions to the 
Council. Any matters of such urgency that they 
should not wait over until the annual meeting are 
to be presented to the Council in the most effec- 
tive means and a vote taken on their recomménda- 
tions by the most expeditious means. A majority 
of replies received within ten days will determine 
the action of the Council. The Executive Commit- 
tee shall consist of seven members: the Chairman 
of the Council, the Vice-Chairman of the Council, 
three other members of the Council elected annually 
by the Council, the President of the Association 
and the President-Elect. The Chairman of the 
Council shall serve as Chairman of the Executive 
Committee. In event of the absence of a Council 
member of this Executive Committee, an alternate 
may be appointed by the Chairman to meet during 
the respective session, with full power of the absent 
member. The Executive Committee may meet as 
often and at such places as the Chairman or four 
members of the Executive Committee may decide, 
except that one meeting each year must be held at 
the home office in Birmingham. This committee 
will be the Advisory Committee to the Woman's 
Auxiliary. All expenses of this Committee attend- 
ing meetings other than the annual meetings shall 
be borne by the Association. The Executive Com- 
mittee shall serve as a Finance Committee to work 
with the Executive Secretary in budget studies, and 
in supervising the carrying out of the annual budget; 
and shall consider all unappropriated or unbudgeted 
expenses before such items are considered by the 
Council. 

Section 6. There should be appointed annually 
by the President on nominations by the respective 
Councilor a Councilor Committee composed of five 
Associate Councilors from each state or district 
with the respective Councilor as Chairman. Such 
Councilor Committee shall stimulate interest in all 
activities of the Southern Medical Association. 


CHAPTER 6—Duty oF TRUSTEES 


Section 1. The legal title to all property of the 
Association shall vest in the Trustees and their suc- 
cessors in office. They shall execute all deeds of 
conveyance of property, both real and _ personal, 
when authorized to do so by the Council. Any ac- 
tion authorized to be done by the Trustees within 
the limitations of this section shall be binding if 
done by a majority thereof. 


CHAPTER 7—ComMITTEES 


Section 1.. The standing committees of the As- 
sociation shall be: (a) Committee on Meeting Ar- 
rangements, (b) Committee on Publications, (c) 
Committee on Scientific Exhibits, (d) Committee 
on Scientific Exhibit Awards, (e) Committee on 
Constitution and Bylaws, (f) Committee on Em- 
ployees’ Pension Trust, (g) Committee on Finance, 
(h) Committee on History, (i) Committee on In- 
surance, (j) Committee on Journal Advertising, 
(k) Committee on Medical Students, (1) Commit- 
tee on Meeting Places, (m) Committee on Person- 
nel, (n) Committee on Nominations, (0) Committee 
on Scientific Work, (p) Committee on Scientific 
Exhibits Promotion. 

Section 2. The duties of the standing commit- 
tees of the Association are as follows: 

2a. The Committee on Meeting Arrangements 
shall be appointed by the President after consulta- 
tion with the President of the Host Society and the 
Executive Secretary of the Association. Monthly 
progress reports shall be given to the President and 
the Chairman of the Council each month relative 
to the arrangements made for the annual meeting. 

2b. The Committee on Publications shall con- 
sist of the Editor of the Journal, the Executive 
Secretary of the Association, and two members ap- 
pointed from the Council. This Committee is an 
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advisory committee to the Editor of the Journal 
and should function on call of the Editor to pass 
on any matters relative to publication which he 
deems necessary. 


2c. The Committee on Scientific Exhibits is 
appointed by the Chairman of the Council to re- 
view applications for scientific exhibits and to 
encourage the presentation of interesting exhibits 
by members of the Association and other scientists. 


2d. The Chairman of the Council shall appoint 
a confidential Committee on Scientific Exhibit 
Awards for all scientific exhibits. This Committee 
shall be composed of five members, one of whom 
shall represent pathology, one medicine, one sur- 
gery, and two at large. At least one member of 
this Committee shall be a member of the Council 
and shall serve as Chairman. The following stand- 
ards may be followed in making awards: (1) origi- 
nality, (2) practicability, (3) applicability to prac- 
tice of medicine, (4) quality, (5) teaching value, 
(6) quantity, and (7) personal demonstration. 


2e. The Committee on Constitution and Bylaws 
shall be appointed by the Chairman of the Council. 
This Committee should consist of five members, 
three of which should be active Councilors. The 
senior class member shall act as Chairman. It will 
be the duty of this Committee to periodically re- 
view the Constitution and Bylaws, to receive sug- 
gestions from members of the Association relative 
to any changes which should be made, and to bring 
the suggested changes before the Council for ap- 
proval. 

2f. The Committee on the Employees’ Pension 
Trust should be appointed by the Chairman of the 
Council. The constitution and duties of this Com- 
mittee will be as described in the Employees’ Pen- 
sion Trust agreement. 

2g. The Committee on Finance shall be the 
Executive “Committee. It will be responsible for 
periodically reviewing the financial structure of the 
organization, preparing the annual budget and re- 
porting at regular intervals to the Council. 


2h. The Committee on History of the Southern 
Medical Association shall be appointed by the 
Chairman of the Council. It will be the duty of 
this Committee to add to the existing history, 
items of interest relative to the accomplishments of 
members of the Association or such other items of 
interest as it deems necessary. 


2i. The Committee on Insurance shall be ap- 
pointed by the Chairman of the Council. It shall 
be the duty of this Committee to periodically re- 
view the insurance program of the Association and 
to work in liaison with the agent or carrier, to 
insure the success of the program and to see that 
member subscribers are adequately protected. 

2j.. The Committee on Journal Advertising shall 
be appointed by the Chairman of the Council. It 
shall consist of the Business Manager of the Asso- 
ciation, the Editor of the Journal, and three mem- 
bers of the Council. It shall be the duty of this 
Committee to review the items advertised in the 
Journal and to reject any items of questionable 
merit. 


2k. The Committee on Medical Students shall 
be appointed by the Chairman of the Council. It 
shall be the duty of this Committee to issue invi- 
tations to the various medical schools selected to 
send senior medical students to the annual meet- 
ings, to make arrangements for travel and housing 
of these students and to provide for an interesting 
program for them. 

2l. The Committee on Meeting Places shall be 
appointed annually by the Chairman of the Coun- 
cil. It shall be the duty of this Committee to re- 
view the invitations which have been submitted 
for annual meetings and to report to the Council. 
In liaison with the Business Manager and Execu- 
tive Secretary, arrangements should be made for 
meeting places for the annual meeting at least 
five years in advance. 

2m. The Committee on Personnel shall be ap- 
pointed by the Chairman of the Council at each 
annual meeting. At least one member of this Com- 
mittee should reside in the area of the home office. 
It shall be the duty of this Committee to work in 
liaison with the Business Manager and the Execu- 
tive Secretary in periodically reviewing any prob- 
lems which arise relative to personnel employed by 
the organization. 

2n. The Committee on Nominations shall be 
appointed by the Chairman of the Council at each 
annual meeting and be announced at the winter 
meeting of the Executive Committee. All members 
of this Committee shall be Councilors and one 


CONSTITUTION AND BYLAWS 


member shall represent each class with the oldest 
member in point of service acting as Chairman. It 
shall be the duty of this Committee to seek, re- 
ceive, and consider names for all elective offices. 
A list of nominees shall be submitted to the 
Council as prescribed in the Constitution. The 
submission of such a list does not preclude nomi- 
nations from the floor. The results of these nomi- 
nations together with the report of the Council and 
elected officers shall be submitted to the general 
membership as the final order of business at the 
last general session. 

20. The Committee on Scientific Work shall be 
appointed by the Chairman of the Council to act 
in an advisory capacity to the Section Officers in 
the formulation of the program and in carrying 
out the policies of the Association in regards to 
scientific programs. 

2p. The Committee on Scientific Exhibits Pro- 
motion should be appointed annually by the Chair- 
man of the Council. It should be the duty of this 
Committee to solicit exhibits of merit from the 
various medical schools and from physicians at 
large for presentation at the annual meeting. 


Section 3. dd hoc committees, or such other 
committees as deemed necessary by the President or 
Chairman of the Council, may be appointed by 
the President or the Chairman of the Council as 
the necessity arises. 

Section 4. A confidential committee of at least 
five members with the First Vice-President as 
Chairman to be known as the Committee on Special 
Awards, shall be appointed by the President to 
evaluate the scientific contributions of the various 
candidates for special awards. If suitable candidates 
are selected by the Committee, it shall submit the 
names of not more than three such members to 
the Council for each award. The Council may 
elect one for each respective award, which will be 
publicly presented at the last general session of that 
meeting. 


CHAPTER 8—Awarps 


Section 1. There shall be a Distinguished Serv- 
ice Award of the Association which may be 
awarded annually to any member in recognition of 
outstanding contributions to the advancement of 
medical science. Any member of the Association 
shall be eligible to receive the award and nomina- 
tions may be made by any member of the Asso- 
ciation. 

Section 2. There shall be a Research Medal 
which may be awarded from time to time to a 
member of the Southern Medical Association for 
meritorious and original research work provided the 
member has made contributions to medical science 
of sufficient importance to merit this distinction. 

Section 3. There shall be a Seale Harris Medal 
which may be awarded to some member of the 
Association as recognition for important research 
accomplishment in the broad field of metabolism, 
endocrinology, nutrition, or for research which con- 
tributes to a better understanding of the chemical 
changes occurring in disease. 

Section 4. Award for original research to be 
known as the “Southern Medical Association Award 
for Original Research in Medicine.’”’ This award 
will consist of three prizes and three certificates to 
be given for original research in clinical medicine 
or the basic sciences as applied to medicine. The 
first prize will be $500.00 and the winner of this 
award will be required to present the prize winning 
essay at the annual meeting of the Association in 
the same year that the prize is won. The essay will 
be read in the Sectional meeting to which it ap- 
plies. The winner of the award will have all ex- 
penses incident to the meeting paid by the Associa- 
tion. The second prize will be $300.00, and the 
winner of this award will also be expected to pre- 
sent his paper at the annual meeting in the same 
year in which the ie is given, but his expenses 
will not be defrayed by the Association. The third 
prize will be $100.00. 

The recipient of any of these awards must either 
be a member or an associate member of the As- 
sociation in one of the member states. The prime 
purpose of this award is to stimulate original re- 
search and to recognize the investigative efforts of 
the physicians in the Southern States. 

Announcements of this proposed award will be 
published in the official publications of the Asso- 
ciation, and the deans of the medical schools in 
the member states will be mailed suitable notices 
for posting on bulletin boards. 


The essays will be mailed to the President with 
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a code number on the paper and the name of the 
candidate in a sealed envelope. essays 
be given by the President to a confidential com- 
mittee for critical review and selection of the win- 
ners. The Committee should be instructed that it 
is not necessary to have a prize winner each year 
and that the award is not to be given unless it is 
merited. 

The essays when mailed to the President must be 
accompanied by a photograph and curriculum vitae 
for possible publication. 


CHAPTER 9—DuvueEs 


Section 1. Effective as of = ary 1, 1951, as per 
action of the Association on ovember 14, 1950, the 
dues of this Association shall be $10.00 per year, 
payable annually in advance, BF 4. to begin 
on date of application. 


Section 2. Any member whose dues shall remain 
unpaid for six months shall be automatically sus- 
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at the ond of monthe, 
fall payment of his arrearage be — 
matically reinstated as a aw standing 
from the date of reinstatement. 


CHAPTER 10—FiscaL YEAR 


The fiscal year shall be October 1 to September 
30, but all salary provisions should become effective 
December 1 » Of each year. 

CHAPTER 11—RUuLEs oF ORDER 


The of this Association 
arliamentary usage, as contained 
erts’ Wakes at f Order.” 


CHAPTER 12—AMENDMENTS 


These Bylaws may be amended at any annual 
meeting by a two-thirds affirmative vote of the 


members present and voting at a general session of 
after the amendment has been pre 
writing and laid on the table for one Sey. 


that meetii 
sented in wr 


RESOLUTION 


The Section on Ophthalmology and Otolaryngology has adopted the following 
resolution on the death of Dr. Edmund W. Rucker, Jr. 


On August. 7, 1960, the Southern Medical 
Association lost one of its greatest men. Dr. 
Edmund W. Rucker, Jr., became a member 
of the Association in 1916, just ten years 
after its founding. The opportunity for 
friendships and scientific progress in his 
specialty among Southern doctors appealed 
to him greatly. He was the first Alabama 
physician who limited his practice to otolaryn- 
gology; he was certified a Diplomate of the 
American Board of Otolaryngology at the 
first meeting of this founding group in 1927; 
and another of his many distinctions was 


that he was the first Fellow of the American | 


College of Surgeons in Alabama. 


Dr. Rucker often reminded us all that 
Southern physicians were so busy treating so 
many patients that they did not write for 
the medical journals as often as doctors in 
other sections of the country, who had fewer 
patients, were doing. He thought the South- 
ern Medical Journal was an excellent medium 
for rapid and wide dissemination of newer 
discoveries and technics. He made the Sec- 
tion of Ophthalmology and Otolaryngology 
of the Southern Medical Association a forum 
for papers for Southerners, and constantly 
recommended outstanding men for partici- 
pation in the annual meetings. 

From 1938 to 1942 he served as the Coun- 
cilor for the Association from Alabama, and 
before and after this time, influenced greatly 
the affairs of the Association. In 1953, over 
his own formidable protest he was elected 
Chairman of the Section. He resisted this 
because he thought someone might believe 
that he had selfishly used his position on the 
Nominating Committee. He was acclaimed 


Chairman by members of the Section who 
loved him so much that they insisted that 
he remain on the Nominating Committee 
at the same time! 

Mrs. Edmund Rucker, who survives him, 
was the former Miss Lillian Hill, sister of 
Senator Lister Hill, and daughter of the il- 
lustrious Dr. L. L. Hill of Montgomery. 

Dr. and Mrs. Rucker attended thirty-four 
out of a possible thirty-six annual meetings 
and they were the hub around which the 
professional and social friendships of the eye, 
ear, nose and throat men and their wives 
rotated. 

Dr. Rucker was alert and vigorous until 
he died in his sleep, the method of departure 
for which he often expressed preference. He 
maintained an intense interest in the affairs 
of the Section, arguing passionately against 
dividing the Section into an Eye; and an 
Ear, Nose and Throat Group. 

Firm and fair in his judgments, fearless 
in expressing his opinions, impeccable in 
ethical relationships, devoted to his friends, 
wise in his knowledge, admired and beloved 
by all, he is and will always be sorely missed. 

Be it resolved that this be entered in the 
records of the Section of Ophthalmology and 
Otolaryngology and that a copy with the 
condolences of the Section and of the As 
sociation be sent to his widow, Mrs. Lillian 
Rucker. 

GrorcE M. Hark, M.D. 
Chairman 


ALBERT C. Esposito, M.D. 
Secretary 


ALSTON CALLAHAN, M.D. 
Resolutions Committee 
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Protein and Amino Acid Requirements in Early Life. By L. 
Emmett Holt, Jr., M.D., New York University; Paul Gyorgy, 
M.D., University of Pennsylvania; Edward L. Pratt, M.D., 
University of Texas; Welma E. Snyderman, M.D., New York 
University; and William M. Wallace, M.D., Western Reserve 
University. 63 pages. New York: New York University 
Press, 1960. Price $1.00. 


Adventure to Motherhood. By J. Allan Offen, M.D., As- 
sistant Professor of Obstetrics and Gynecology, University ot 
Miami School of Medicine. New York: Taplinger Pub- 
lishing Co., Inc., 1960. Price $2.95. 


Clinics in Electrocardiography. By Dale Groom, M.D., As- 
sistant Professor of oe Medical College of South 
Carolina, Charleston. pages. Springfield, Ill.: Charles 
C. Thomas, Publisher, T960" Price $8.00. 


Congenital Malformations the Heart, Volume 1. General 
Considerations. By Helen B. Taussig, M.D., Professor of 
Pediatrics, Johns Hopkins University School” of Medicine. 
Second Edition. 197 pages. Cambridge, Mass.: Harvard 
University Press, 1960. Price $4.75. 


Hypnosis in Skin and Allergic Diseases. By Michael J. 
Scott, M.D., Instructor in Medicine, University of Washing- 
ton School of Medicine. 147 pages. Springfield, Ill.: Charles 
C. Thomas, Publisher, 1960. Price $6.50. 


Radiation “age of Early Prostatic Cancer. By R. H. 
Flocks, M. A. Culp, M.D., State University of 
Iowa, Department “Urology. 
pages. Springfield, 

1960. Price $4.50. 


Differential Diagnosis of Yaws. By C. J. Hackett, M.D., 
World Health sone ie ll Geneva, an A. Loewen- 

M.D., M.R.C.P., D.T.M.&H., General 
Hospital, Johannesburg, South Africa. World Health Or- 
ganizational Monograph Series No. 45. 88 pages. New York: 
Columbia University Press, 1960. Price $3.25. 


ger for the Neurosurgical Patient. By Antonio 

Boba, M.D., Associate Professor of Anesthesiology, The 

Albany Medical College of Union University. 122 pages. 

ee Ill: Charles C. Thomas, Publisher, 1960. 
ice $6.00. 


Diabetes Mellitus. A Clinical and Pathological Study | 
2,529 Cases. By E. T. Bell, M.D., Emeritus 

Pathology, University of Minnesota. *American Lecture 
66 pages. Springfield, Ill.: Charles C. Thomas, Publisher, 
1960. Price $3.75. 


Lumbar Discography and Low Back Pain. By Donald De- 
Forest Bauer, M.D., Oregon Technical Institute, Associate 
Supervisor and Radiologist, Department of Medical X-ray 
Technology. 88 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1960. Price $5.00. 


Modern Occupational Medicine. Edited by A. J. Fleming, 
M.D., Medical Director, E.I. duPont de Nemours & Co., 
and C. A. D’Alonzo, M.D., Assistant Medical Director, same 
company. Second Edition. 553 pages. Philadelphia: Lea 
& Febiger, 1960. Price $12.00. 


Die Proteins in Health and Disease. By James B. Al- 
lison, Ph.D., Director, Bureau of Biological Research, Rutgers, 
The State ‘University, N. J.; and William H. Fitzpatrick, 
Ph.D., Honorary Associate Research Specialist, Bureau of 
Biological Research, Rutgers. American Lecture Series. 86 
pages. Springfield, Ill.: Charles C. Thomas, Publisher, 
1960. Price $4.50. 


Procedures in Vascular Surgery. By Richard Warren, M.D., 
Clinical Professor of Surgery, Harvard Medical School. 211 
pages. Boston: Little, Brown & Company, 1960. Price $12.50. 


The Surgeon’s Glove. By Justine Randers-Pehrson, M.A. 
Il: “Charles C. Thomas, Publisher, 
ice $4.5 


Occupational Therapy in Rehabilitation. Edited by E. M. 
MacDonald, B.Litt., T.M.A.O.T., and others. 341 pages. 
Baltimore: Williams & Wilkins Company, 1960. Price $8.50. 


Resuscitation of the Newborn Infant. By Harold Abramson, 

.D., Professor ‘of Clinical Pediatrics, New York Medical 
College, New York, N. Y. 274 pages. The C. V. Mosby 
Company, 1960. Price $10.00. 


Thomas, Publisher, 


‘American Lecture Series. 73 


Infectious Diseases of Children. By Saul Krugman, M.D., 
Professor and Chairman, Department of Pediatrics, New York 
University School of Medicine; and Robert Ward, M.D., 
Professor and Head, Department of Pediatrics, University of 
Southern California School of Medicine, Los Angeles. Second 
pages. St. Louis: C. V. Mosby Company, 1960. 
Trice 


Meaning and Methods of Diagnosis in Clinical Psychiatry. 
By Thomas A. Loftus, M.D., Associate Professor of Clinical 
Psychiatry, The Jefferson Medical College, Philadelphia. 160 
pages. Philadelphia: Lea & Febiger, 1960. Price $5.00. 


Clinical Applidations of Cardiopulmonary Physiology. By M. 
Henry Williams, Jr., M.D., Associate Professor of Medicine 
and Physiology, Albert Einstein College of Medicine, N. Y. 
225 pages. New York: Paul B. Hoeber, Inc., 1960. Price $7.50. 


The Surgical Treatment of Portal Hypertension Bleeding 
Esophageal Varices and Ascites. By M. Judson Mackby, 
M.D., Staff a Kaiser Foundation Hospital, San Fran- 
cisco. 250 Il.: Charles C. Thomas, 
Publisher, 1960. Price $10. 


The Torch. By Wilder Penfield. id pages. Boston: Little, 
Brown & Company, 1960. Price $4.75 


Shaw’s Textbook a Operative Gynecology. Revised by John 
Howkins, M.D., M.S. (London), F.R.C.S. (Eng.), F.R.C.O.G., 
Obstetrical and Gynaecological Surgeon, su Bartholomew’s 
Hospital, London. Second Edition. 477 pages. Baltimore: 
Williams & Wilkins Company, 1960. Price $20.00. 


The Case Reports and Autopsy Records of Ambroise Pare. 

Compiled and Edited by Wallace B. Hamby, M.D., Depart- 

ment of Neurological Surgery, Cleveland Clinic, Ohio. 193 

amg Ill.: Charles C. Thomas, Publisher, 1960. 
ice 50. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 
Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, South. M. J. 50:711, 
1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 

Reprints: Reprints are available at publisher's cost. An order 
form will accompany author's galley proof and should be 
returned with the galley to the Editor. 

Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 

Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 

Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, 2601 
Highland Avenue, Birmingham 5, Alabama. 
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McArthur, Cordele, President-Elect; Dr. W. Frank 
McKemie, Albany, Vice-President; and Dr. M. F. 
Simons, Decatur, Secretary-Treasurer. 

Drs. James B. Martin and Frank D. Guillebeau, 
Albany, are new members of the medical staff of 
the Phoebe Putney Memorial Hospital. 

The new President of the Third District of the 
Georgia Heart Association is Dr. Clarence Butler, 
Columbus. 

Dr. Reid Gullatt, Cochran, was recently elected 
President of the Ocmulgee Medical Society. Dr. A. S. 
Batts, Hawkinsville, was elected Vice-President; Dr. 
Blake Bivins, Cochran, Secretary-Treasurer; and Dr. 
Virgil S. Steele, Eastman, delegate to the Medical As- 
sociation of Georgia. 

Dr. Evelyn M. Stephenson, Dalton, has joined the 
staff of the Dalton-Whitfield County Hospital as a 
pathologist. 

Dr. Arthur M. Knight, Jr., Waycross, is the Presi- 
dent of the Eighth District of the Georgia Heart 


Association. 
KENTUCKY 


The Kentucky Surgical Society will hold its annual 
meeting at the French Lick Sheraton Hotel on May 
13, 1961. For further information write Dr. C. Melvin 
Bernhard, Secretary-Treasurer, Kentucky Surgical So- 
ciety, 1169 Eastern Parkway, Louisville 17, Kentucky. 

Dr. John Dickinson, Glasgow, is President of the 
Board of Directors of Kentucky Physicians Mutual. 
Dr. Richard Rust, Newport, is Vice-President; and 
Dr. Branham Baughman, Frankfort, is continuing as 
Treasurer. 

Five Kentucky physicians are new members of the 
American Academy of Pediatrics. They are Drs. Billy 
M. Adams, J. W. Fowler, Robert Royce Kidd, and 
Richard F. Greathouse, all of Louisville; and Dr. 
Noble T. Macfarlane, Jr., Lexington. 

Dr. J. Thomas Giannini, Louisville, is the new 
President of the University of Louisville Medical 
Alumni. Other officers are Dr. Walter S. Coe, Vice- 
President; and Dr. Hoyt D. Gardner, Secretary-Treas- 
urer. Members of the Executive Committee are Drs. 
David Cox, George McAuliffe, and George Sehlinger. 
All are from Louisville. 


LOUISIANA 


The new Executive Editor of Dermatologia Tropica 
is Dr. Vincent J. Derbes, Professor and Chairman of 
the Department of Dermatology, Tulane University 
Medical School. 

Dr. John Adriani, New Orleans, has been elected 
Director of the American Board of Anesthesiology. 


MARYLAND 


Dr. Andrew C. Mitchell, Salisbury, was recently 
elected President of the Maryland Academy of General 
Practice. Other officers elected to serve with him were 
Dr. William T. Layman, Hagerstown, Vice-President; 
Dr. Charles P. Crimy, Baltimore, Secretary; and Dr. 
Harry L. Knipp, Baltimore, Treasurer. 


Dr. Russell R. Monroe has joined the faculty of 
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the University of Maryland School of Medicine as 
Professor of Psychiatry at the Psychiatric Institute. 


Dr. Edwin C. Andrus, Johns Hopkins University 
School of Medicine, has been promoted to Professor 
of Medicine. 


Dr. William A. Horsley Gantt, Perry Point, has 
been elected First Vice-President of the Society of 
Biological Psychiatry. 

MISSISSIPPI 


The Eighth Annual Cardiovascular Seminar is to 
be held at the University of Mississippi Medical Cen- 
ter in Jackson, April 5-7, 1961. A Mississippi Heart 
Association professional education program, the Semi- 
nar is co-sponsored by the School of Medicine. Family 
physicians may obtain 20 hours of Category 1 AAGP 
credit for attendance. 


Dr. Charles C. Randall has been named Assistant 
Dean of the University of Mississippi School of Medi- 
cine in charge of Graduate Studies in the Medical 
Sciences. 


New members of Mississippi State Medical Society 
are Dr. Duff David Austin, Jr., Newton; Dr. Charles 
Walter Cooper, Fayette; Dr. Patrick Russell Hunter, 
Greenville; Dr. Julian Foy Jones, Olive Branch; Dr. 
Luther Thomas Pennington, Meridian; Drs. John 
Ivy Davis and William Edward Godfrey II, Natchez; 
Drs. Paul Sahak Derian, John Campbell Gilliland, 
William Blackwell Tumlinson and Otis Burton Wooley, 
Jr., Jackson; Drs. Helen Beatrice Barnes and Thomas 
Valentine Stanley, Jr., Greenwood; Drs. Littleton Stacy 
Davidson, Jr., and Phil Otis Nelson, Cleveland. 


MISSOURI 
At the recent meeting of the Society of Plastic and 
Reconstructive Surgery, Dr. James F. Dowd, Clayton, 
was elected its Vice-President. 


Officers of Kansas City Southwest Clinical Society 
recently elected are Dr. Jack H. Hill, President; Dr. 
M. Donald McFarland, President-Elect; Dr. E. Kip 
Robinson, Vice-President; Dr. Charles B. Wheeler, 
Jr., Secretary; Dr. T. Reid Jones, Treasurer; Dr. 
Hector W. Benoit, Jr., Director of Clinics; Dr. Gerald 
L. Miller, Director of Clinics-Elect; Dr. William A. 
Slentz, Associate Director; and Dr. James R. McVay, 
Jr., Editor. All are Kansas City physicians. 

Dr. Luke A. Knese, St. Louis, won re-election on 
the Democratic ticket to the Missouri House of Rep- 
resentatives from the Fourth St. Louis District. 

Dr. Jesse J. Wimp, Kirksville, Democrat, was re- 
elected to the Missouri House of Representatives 
from Adair County. 

Dr. James S. Johnson, Kansas City, was recently 
elected President of Kansas City Medical Society. 

The following physicians were recently inducted as 
Fellows of the American College of Surgeons: Dr. 
Carl H. Calman, Clayton; Dr. John W. Payne, Colum- 
bia; Dr. Fred O. Tietjen, Jefferson City; Dr. Eugene 
T. Hansbrough, Poplar Bluff; Drs. Drennan Bailey, 
Melvin A. Cassel, Caldwell J. Gaffney, James Y. 
Griggs, Irwin B. Horwitz, F. Patrick Lamb, Milton |. 
Lenobel, William T. Newton, Frank A. Palazzo, Ken- 
neth D. Serkes, Arthur H. Stein, Jr., and Robert E 
Thomasson, all of St. Louis. 

Continued on page 52 
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Tumors of Childhood 


By Harold W. Dargeon, M.D., Associate Professor of 
Clinical Pediatrics, Cornell University Medical Col- 
lege. 2,460 pages. New York: Paul B. Hoeber, Inc., 
1960. Price $20.00. 


This is a goldmine of clinical information on pedi- 
atric oncology. The author has written it because, 
“although there is voluminous literature on neo- 
plasms for the surgeon, the radiologist and the path- 
ologist, there is no comprehensive textbook from the 
viewpoint of the pediatrician.” Dr. Dargeon, through 
his affiliation with the Memorial Hospital in New 
York, has had a unique opportunity for studying the 
manifestations of cancer as it appears in childhood. 
He has contributed generously to the pediatric litera- 
ture on the subject of tumors. This book is a worthy 
summation of his lifelong efforts to educate the pro- 
fession in the eccentricities of cancer in the pediatric 
age group. 

The book is divided into two sections. The first 
deals with the general principles of the diagnosis and 
the management of childhood tumors. The second 
section discusses each organ system and presents a 
general discussion of the common tumors. Separate 
chapters discuss angiomas, reticuloendothelioses and 
tumors of the skin and soft somatic tissues. 

The text is well organized and easily followed. 
There are excellent photographs. The bibliography is 
exhaustive. This book is destined to take its place 
among the classics of encology. 


Therapeutic Heat 


Edited by Sidney Licht, M.D. 446 pages. New Haven, 
Conn.: Elizabeth Licht, Publisher, 1958. Price $12.00. 


This book is the Second Volume of the Physical 
Medicine Library. The purpose of the editor was to 
present in one book a comprehensive discussion of the 
various forms of therapeutic heat and the background 
subjects. 

The 23 authors are well qualified in their respective 
fields. Fifteen of the group are doctors of physical 
medicine, four represent other medical specialties, 
three specialize in physiology and one in biophysics. 
Many manufacturers cooperated in supplying illustra- 
tions and descriptions of equipment. 

The book is organized in logical form with the basic 
science chapters preceding those on methods and clin- 
ical application. Each chapter is complete in its scope 
as indicated by its title. Because of this, there is some 
overlapping of material and some difference of opinion 
among the authors as in the comparatively new field 
of ultrasound but this serves the purpose of giving 
another point of view on the subject. 

The first four chapters deal in detail with physics 
and physiology, the fifth with thermal radiation, pain 
and injury. Chapters six and seven give the history 
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and general principles of therapeutic heat. Chapters 
eight through thirteen discuss methods under the fol- 
lowing titles: conduction, luminous and infrared radi- 
ation, high frequency currents, short wave diathermy, 
microwave diathermy, ultrasound and artificial fever 
therapy. The remaining eight chapters discuss the use 
of heat in the following clinical situations: chronic 
rheumatic diseases, orthopedic and vascular disorders, 
diseases of the pelvis and diseases of the eye. The ap- 
pendix discusses briefly the medicolegal aspects of 
therapeutic heat. 

The form and general outline of the book are logi- 
cal, the type is distinct, the illustrations are ample 
and clear. There is a bibliography for cach chapter 
with the exception of the one on the general princi- 
ples of thermotherapy. There is an index of authors 
cited and an index of subject matter. The basic sci- 
ence sections are very detailed and technical but it is 
helpful to have this material included under one cover 
to provide complete, up-to-date information on the 
total subject of heat therapy. 

The first volume of this series, Electrodiagnosis and 
Electromyography, was well received and this volume 
should be equally well received. It should be of value 
as a reference book to all those in the medical profes- 
sion who use or prescribe heat therapy. For those not 
already familiar with to some extent the equipment, 
the section on technic is not sufficiently specific. The 
section on clinical application should be of immediate 
practical value to the general practitioner. 


Recent Advances in Surgery 


Edited by Selwyn Taylor, Lecturer in Postgraduate 

Surgery at the University of London. 500 pages. 

Boston: Little, Brown & Company, 1959. 

This is a collection of essays by British surgeons on 
a variety of topics of current interest encompassing 
cardiac, vascular, genitourinary, gastrointestinal and 
neurologic surgery. The general plan is somewhat 
akin to the American yearly “Progress in Surgery” 
series. After a brief introduction to each topic, the 
most recent contributions are presented. Pertinent 
physiologic principles are included. References are 
quite comprehensive. Chapters on tissue transplanta- 
tion, the artificial kidney and body fluids are among 
the more complex topics covered. Generally, the book 
is very readable and as current as any such collection 
can be. It is not intended by the authors to give a 
full and complete coverage of each topic, as in a stan- 
dard textbook. It would hence be of greater value to 
the surgical specialist than to the general practitioner 
or the occasional surgeon. 


A Textbook of Surgical Physiology 


By R. Ainslie Jamieson and Andrew W. Kay. 623 
pages. Edinburgh, E. & S. Livingstone, Ltd., 1959. 
This is a basic textbook designed to present physi- 
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ologic principles relevant to the everyday practice of 
surgery. The authors wrote much of the manuscript 
while they were on the faculty of the medical school 
at Glasgow University. The material is terse, organ- 
ized, well illustrated, and relatively free of academic 
abstruseness. The book was written by two practicing 
British surgeons for busy clinical surgical practitioners. 


The first four chapters review wound healing, bio- 
logic effects of radiation, fluid balance and the meta- 
bolic response to trauma. Subsequent chapters explore 
each organ system, e.g., adrenal, thyroid, breast and 
spleen. 

Each chapter begins generally with a lucid discus- 
sion of the anatomy, physiology and the experimental 
methods useful in the study of the particular system. 
The focus then enlarges as the basic science tenets are 
correlated with common disease entities. 


The book is certainly equivalent to most American 
texts on the subject and is worthy of consideration by 
practitioners of surgery at all levels who desire to 
broaden their clinical perspective. 


Laboratory Medicine—Hematology 


By John B. Miale, M.D., Professor Pathology, Uni- 
versity of Miami School of Medicine, and Director 
of Clinical Pathology, Jackson Memorial Hospital. 

723 pages, 192 illustrations and nine plates. St. 

Louis: C. V. Mosby Company, 1958. Price $13.75. 

The purpose of this volume as stated in the preface 
is to “emphasize the correlation between laboratory 
and clinical data” with a range “from basic mechan- 
isms to the interpreiation of laboratory data in diag- 
nosis and therapy.” Although a little sweeping, this 
large order has to a certain extent been accomplished. 
The profuse morphologic illustrations in black and 
white throughout the book are quite informative. 
Figure 514D is a beautiful contrast of an LE cell with 
its closest imitator, and although not commented on, 
the lack of smoky homogeneity in the “tart” inclusion 
is well brought out. Unfortunately the color plates 
(I-V) are excessively blurred in detail and, to a great 
extent, off-hue. The crux of determining whether or 
not a given cell is a megaloblast—the nuclear detail— 
is obscured, and the cytoplasmic blues of the megalo- 
blasts and plasmocytic series are impossibly light ultra- 
marine; elsewhere the granulocytes are unnaturally 
pink. The section from page 116 to 189 of correlated 
clinical-peripheral bone marrow pictures of clinical 
disorder, each with four black and white illustrations, 
goes a long way to compensate for the color deficiency 
and in so doing, emphasizes the supreme importance 
of morphology rather than tinctorial quality, in cell 
identification. It is regretful that a Schilling (reticu- 
lum-cell type) monocytic leukemia could not have 
been illustrated to contrast with the three Naegeli 
(myelomonocytic) leukemias presented. 

The text presents a full, complete discussion of lab- 
oratory findings. The section on statistical significance 
of laboratory data is particularly outstanding (the 
misprint “Simga” notwithstanding on 285). The dis- 
cussions on, for example, the hematocrit and sedimen- 
tation rate are excellent; the causes of leukemoid re- 
actions, leukopenia, eosinophilia, etc., are minutely 
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tabulated. After each chapter there is a superior bibli- 
ography which, although not annotated within the 
text, is broken up by sections corresponding to the 
divisions in the chapter to which it is appended, mak- 
ing reference quite easy. Hematologic laboratory tests 
are discussed on the basis of mechanism, with a 100 
page Appendix detailing the methods themselves. On 
page 512, the chart on “Typical Serologic Findings in 
Infectious Mononucleosis” will evoke questions by 
many. It is somewhat debatable, in the presence of a 
borderline 1:56 presumptive titer (example 7), that 
only a one-tube difference after guinea-pig absorption 
(1:28) is “positive” despite complete absorption by 
beef cells; it is even more questionable with a normal 
presumptive liter of 1:28 (examples 9, 10, 11) that any 
differential absorption results are worthy of objective 
interpretation. Although the author is completely cor- 
rect in his theory, the ever-present qualification 
against one-tube differences and speculation on low 
titers in biological systems seems to have momentarily 
departed. Nowhere is found the Beutler test for the 
“primaquine” type of hemolytic anemia, seen also 
with the nitrofurantoins, a matter of considerable 
importance in the South. 

The shortcomings in this book lie without the tech- 
nologic area, however. On page 31 in discussing leuko- 
cyte mechanisms it would have been well to have in- 
cluded the recent estimations of the granulocyte tran- 
sit time (hours) in the blood stream. On pages 265-267 
in the survey of bilirubin metabolism, there does not 
appear any mention of glucuronide conjugation and 
the significance thereto, making the whole discussion 
obsolete. Aplastic anemia and the myeloproliferative 
syndromes are given inappropriately short shift in 
Chapter 10, two areas which, although linked, should 
have been given separate consideration at greater 
length, particularly since the laboratory figures prom- 
inently in their evaluation. This text is far too de- 
tailed for the student, or the physician without an 
especial, practicing interest in hematology. For the 
latter, one would suspect other sources already avail- 
able would provide the same information at greater 
length in more depth. Nonetheless, the difficult job of 
writing a text in the fluid field of hematologic tech- 
nology has been reasonably well accomplished. As a 
methodologic compendium and source of morphologic 
illustrations this volume will be a welcome laboratory 
reference. 


Atlas of Anatomy and Surgical Approaches 
in Orthopaedic Surgery—Upper Extremity 


By Rodolfo Cosentino, M.D., Assistant Professor in 

Orthopaedic Surgery, University of La Plata, Argen- 

tina, and Research Associate, Department of Ortho- 

paedic Surgery, State University of Iowa. 192 pages, 
illustrated. Springfield, Ill.: Charles C. Thomas, 

Publisher, 1960. Price $10.50. 

To attempt a new series of volumes of anatomy and 
surgical approaches is an ambitious undertaking. Dr. 
Cosentino, working at the Department of Orthopaedic 
Surgery at the State University of Iowa, has presented 
the first of three volumes, and this volume offers 2 
remarkable and interesting beginning. The technic 
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used is to prepare meticulous dissections in the anat- 
omy laboratory and then use what is evidently a 
superior type of photographic technic to reproduce 
these dissections. This method has a certain advantage 
for the student who is currently engaged in dissection 
or for the surgeon who can well recall the anatomy 
from his own dissecting experience. In the past the 
photographic technic has not compared favorably with 

artists’ illustrations, particularly those of the 
classical European atlases. The present volume, how- 
ever, promises to be of immense value and will prob- 
ably be a standard part of the training armamentar- 
ium for surgeons. 

This volume is recommended for those who need to 
review the anatomy of the extremities. This would 
include, therefore, all surgeons who currently perform 
surgery on the extremities or who anticipate such 
operations. 


The Intestinal Tract 


By Richard Paul Spencer, M.D., Department of Bio- 

logical Chemistry, Harvard Medical School. 398 

pages. Springfield, Ill.: Charles C. Thomas, Pub- 

lisher, 1960. Price $12.75. 

This is a volume of unique design. The author, an 
investigator trained in both biochemical and radioiso- 
tope approach, has effectively set out to provide a 
comprehensive reference source for all the fundamen- 
tals of gastroenterology. Much move than a compila- 
tion of bibliography, the book reflects careful selec- 
tion and correlation. An amazing amount of informa- 
tion is presented in a relatively small number of 
pages. 

A partial contents may communicate the breadth of 
the material: innervation of the intestine, enzymes of 
the intestinal mucosa, gastrointestinal hormones, elec- 
trolyte secretion, antibiotics and intestinal bacteria, 
cathartics and toxins, potassium metabolism, fecal 
protein loss, and effects of irradiation. The author 
makes plain this is not a “bedside” book, yet much of 
the basic information in gastroenterology is derived 
from studies of disease processes and in addition, the 
third portion of the volume is frankly devoted to data 
on clinical disorders. The reviewer quite agrees with 
the author that this will serve not only as a “refer- 
ence for clinical studies,” but as an easily read review 
on “structure, function and pathology” in terms of 
the basic sciences, is recommended as an introduction 
to gastroenterology for all. 


Bibliograph on Bilharziasis 

World Health Organization. 131 pages. New York: 

Columbia University Press, 1960. Price $2.00. 

Another excellent publication of the World Health 
Organization is this bibliography of the world litera- 
ture on bilharziasis covering 1949 to 1958, and bring- 
ing up to date the earlier bibliographies on the sub- 
ject published in 1931 and 1950 in other sources. The 
arrangement is an alphabetical listing by the first 
author, and each reference is a complete unit citation. 
The items are numbered by which the references are 
listed in the combined subject and geographic index 
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at the back. There is no index for secondary authors. 


In general, the titles of the articles are given in the 
original language, except that the Cyrillic characters 
are transliterated. Both the introduction and the in- 
dex are written in French as well as in English. Re- 
search workers and scholars will welcome this compre- 
hensive and accurate bibliography. 


Practical Proctology 


By Louis A. Buie, Sr., Emeritus Member, Section of 

Proctology of the Mayo Clinic, Rochester, Minne- 

sota. 737 pages. Springfield, Ill.: Charles C. Thomas, 

Publisher, 1960. Price $22.50. 

This is a revised edition of an already revered, 
standard work in this field. The author, an interna- 
tionally prominent proctologist, presents his material 
articulately, with an eye toward the practical clinical 
aspects of the subjects. The first chapter, “The Re- 
sponsibility of the Physician,” includes many of the 
author’s personal observations and his technics of the 
various proctologic examinations. He emphasized the 
crucial importance of gentleness and patience in the 
performance of these sometimes painful and embar- 
rassing procedures. There are many excellent, easily 
understandable photographs, radiophotographs and 
schematic diagrams of operative procedures. One spe- 
cial chapter is included on roentgenologic examina- 
tion of the colon. 


The references are not exhaustive but are limited 
to basic articles. This edition should maintain the 
stature and the prominence its predecessor achieved. 
The book can be highly recommended as a handy 
reference work for the physician who sees occasional 
proctologic problems or as a dignified and sophisti- 
cated resumé for the specialist in this field. 


Crash Injuries 


By Jacob Kulowski, M.D., Attending Orthopaedic 

Surgeon, St. Joseph’s Hospital and State Hospital, 

St. Joseph, Mo. 1,080 pages. Springfield, Ill.: Charles 

C. Thomas, Publisher, 1960. Price $32.50. 

This is a scholarly and comprehensive monograph 
which surveys the field of vehicular trauma from all 
conceivable aspects. The book is divided into seven 
sections. The first two parts deal with the engineering 
principles and the physical forces involved in the pro- 
duction of the various types of injuries. The two fol- 
lowing sections present the detailed pathologic find- 
ings in the various injuries and statistically relate the 
type of trauma to the situation at the moment of im- 
pact. The fifth and sixth sections provide valuable 
clinical information designed to help the practitioner 
and the surgeon acquire an integrated concept of the 
treatment of maxillofacial, thoracic, abdominal, uro- 
logic, neurosurgical and orthopedic injuries. The au- 
thor constantly emphasizes and illustrates problems of 
judgment in patients with multiple system involve- 
ment. The final section discusses epidemiologic, legal, 
psychiatric and experimental aspects of crash injuries. 

The text is profusely accompanied by radiophoto- 
graphs, tables, and diagrams. The bibliography is ex- 
haustive. Although much of the book deals with mat- 


ny 
ive 
Or- 
ion 
low 
rily 
the 
80 
ble 
in- 
ran- 
: 
and 
sion 
itive 
in 
ould 
ater 
t an 
the 
vail- 
pater 
ob of 
As a 
logic 
atory 
or in 
\rgen- 
)rtho- 
pages, 
omas, 
y and 
Dr. 
fers 
echnic 


230 SOUTHERN MEDICAL JOURNAL 


ters designed for the prevention of traffic casualties, 
the clinical sections compete with the best texts in 
traumatology. The book merits perusal by anyone 
whose practice includes traffic victims. 


The Placenta and Fetal Membranes 


Edited by Claude A. Villee, Ph.D., Harvard Medical 
School. 404 pages. Baltimore, Md.: The Williams and 
Wilkins Co., 1960. Price $10.00. 

This book is a reflection of the new interest in the 
structure and function of the placenta. In the past 
dozen years its study has been accelerated and ad- 
vanced by application of modern technics of histo- 
chemical, electronmicroscopic, and biochemical meth- 
ods. The present book is divided into three parts. The 
first 109 pages, probably the most interesting and use- 
ful, are comprised of eight reviews ranging from the 
hormonal, physiologic, immunologic and biochemical, 
to the pathologic aspects of the placenta and placen- 
tation. This information represents an authoritative 
description of its kind. The middle third of the book 
consists of a conference dealing with the same prob- 
lems and tends to be a little more difficult for the 
reader to ferret out the important information. This 
portion presents laboratory data and a relatively in- 
formal discussion of this by an assembly of experts. 
The last portion of the book is a survey of the litera- 
ture from 1946 to 1958. This appears to be exceedingly 
detailed and is well catalogued. It will be useful for all 
those who need to search out references to the litera- 
ture. The list includes the important books of the past 
decade on the subject of the placenta and fetal circu- 
lation. Finally, the book contains a short summary of 
the American and foreign programs of research dealing 
with this subject. 

Altogether this is an excellent book and should be 
useful for persons concerned with reproduction and 


the study of the problems related. The Preface of the © 


book begins with a description of the magnitude of 
pregnancy waste, that is, fetal and maternal deaths. 
This seems to be used as a justification for the present 
interest in study of these problems. In view of the 
magnitude of our problem of population control, and 
without detracting from the humanitarian aspects of 
pregnancy waste, it would seem to this reviewer that 
there are better reasons for studying reproduction than 
for further reduction of fetal waste. This is particu- 
larly so when one considers the small proportion of the 
world’s mortality that is represented by fetal waste. 


The Anonymous Mycobacteria in Human Disease 


Sixth Annual Ivan H. Mattson I Memorial Confer- 
ence of the University of Texas Southwestern Medi- 
cal School. Edited by John S. Chapman, M.D. 161 
pages. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1960. Price $7.50. 

This slim monograph contains the transcript of a 
conference at the University of Texas Southwestern 
Medical School in which the mycobacterial experiences 
at that institution and the State Laboratory at Austin 
are related. With the advent of specific tuberculosis 
chemotherapy in the past decade, the corresponding 
importance of multiple cultures has drawn attention 
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to heterogenous organisms which possess many of the 
characteristics of true Mycobacterium tuberculosis, in. 
cluding the capacity on occasion to produce pulmonary 
disease in man, but in whom important differences 
from the classic organism exist. 

Satisfactory classification within this group, and 
criteria by which certain types may be recognized as 
having a more likely penchant for pulmonary disease 
than others, have been problematic and emerged 
slowly. Outweighing the relatively minor role these 
organisms play in pulmonary and tuberculous disease 
at large, have been the lessons learned from the forced 
inquiry into matters such as mutation and drug re- 
sistance, metabolic characterization of M. tuberculosis 
from other mycobacteria, and certain alteration of our 
views of pathogenicity. 

Technical details are incidental in the discussions 
devoted to assessment of significance and progress in 
this area. Chapters cover x-ray characterization, path- 
ologic differences, occurrence in private as well as in- 
stitutional practice, and drug treatment. The illustra- 
tions are very good. The two sections by Dr. Runyon 
are the most impressive, lucidly correlating cultural 
and clinical findings to date. Devoted to a narrow 
region, and in view of ongoing research of highly 
temporal value, this brief volume has its main appeal 
to pulmonary physicians, chest surgeons and bacteri- 
ologists. 


Pseudomonas Aeruginosa Infections 


By Claude E. Forkner, Jr., M.D., Assistant in Medi- 

cine, Cornell University Medical College. Modern 

Medical Monographs, 99 pages. New York: Grune & 

Stratton, Inc., 1960. Price $5.25. 

This is a compactly written and organized mono- 
graph dealing with an organism which, by virtue of its 
fluorescent green pigment has fascinated people for 
years, and has become of profound clinical significance 
in recent years coincident with longer survival in ill- 
nesses such as burns and leukemia, the advent of 
steroids and the use of wide-spectrum antibiotics. 

In the space at his command the author has done 
well. The brevity of his comments throughout is dis- 
appointing, as the scholarly length of his bibliography 
indicates the volume could have easily been expanded 
into book length with great profit. As is, all the re- 
corded cases of Pseudomonas endocarditis, meningitis, 
infections associated with pregnancy, and infections of 
bones and joints through early 1960 are tabulated 
herein. Excellent clinical and pathologic illustrations 
from the author’s previously reported series of 23 cases 
of Pseudomonas septicemia are freely used. 

The importance of this organism as a freely found 
topical contaminant and a particularly lethal pathogen 
systematically with endotoxin reaction, thrombocyto- 
penia, vasculitis and antibiotic refractoriness, capable 
of involving primarily every system, make this capable 
volume of interest to every specialty. 


A Textbook of Surgical Pathology 


By C. F. W. Illingworth, C.B.E., M.D., Regius Pro- 
fessor of Surgery, University of Glasgow; and Bruce 
M. Dick, M.B., F.R.CS. (Ed.), Western Region, 
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Scotland. Eighth Edition. 689 pages. Boston: Little, 

Brown & Company, 1960. Price $15.00. 

This textbook was written by a general surgeon and 
a thoracic surgeon. It is intended to be primarily a 
clinical treatise. The microscopic features of the vari- 
ous entities are summarized but are not exhaustive. 
Medical diseases, such as glomerulonephritis are not 
mentioned at all. The black and white photographs 
and the drawings are excellent. There are no color 
photographs. All the organ systems are covered with 
the notable exception of the skin. The section on the 
cardiovascular system is extremely brief and most of 
the newer concepts of the pathologic physiology of 
diseases in this area are not mentioned. Some chapters, 
such as the one on bone diseases, are more comprehen- 
sive and quite clearly written. No references of any 
kind are included. 

This book seems primarily directed toward medical 
students and practitioners or specialists who need a 
succinct survey of surgical pathology as it is related 
to clinical surgery. It is not intended to be a reference 
work. Neither is it meant to cover the field in suffi- 
cient depth to attract those interested primarily in 
pathology. 


Arthritis and Allied Conditions 


Edited by Joseph Lee Hollander, M.D. Sixth Edition. 
1,285 pages, 417 illustrations. Philadelphia: Lea & 
Febiger, 1960. Price $20.00. 

As chronic diseases and those due to degenerative 
changes in tissues have taken a more prominent place 
on the stage of clinical medicine, the arthridites have 
come to occupy an ever enlarging role. As the family 
physician, the internist and the orthopedist have 
faced this increasing problem they have found, for 
authoritative consultation, the text by Hollander and 
his collaborators of inestimable value. It carries for- 
ward the traditions first established by Dr. Bernard 
Comroe who published the first edition of this book 
in 1940. It was after his death that Dr. Hollander as- 
sumed the responsibility of continuing Dr. Comroe’s 
text, and in the present, sixth edition, he has ex- 
tended not only the content, but also the brilliant 
contributors who had helped him in his previous 
editions. 


Contributors to the present volume include 40 
names, almost all of which immediately call to mind 
an outstanding rheumatologist. Space does not permit 
the detailing of all the writers who have contributed 
to this volume, but it would not be fair to select only 
one group of names. : 

Suffice it to say that the contents are divided into 
parts which are as follows: (1) The Study of Rheu- 
matic Diseases, (2) The Study of Rheumatoid Arth- 
titis, (3) The Treatment of Rheumatoid Arthritis, 
(4) Factors Influencing the Onset or Course of the 
Rheumatic Diseases, (5) Important Rheumatic Dis- 
eases Resembling Rheumatoid Arthritis, (6) The Dif- 
fuse Connective Tissue Diseases, (7) Degenerative 
Joint Disease, (8) Metabolic Bone and Joint Diseases, 
(9) Arthritis Caused By or Occurring With Specific 
Infections, (10) Miscellaneous Conditions Complicating 
or Producing Arthritis, and (11) Regional Disorders of 
Joints and Related Structures. 
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Without going into detail, the reviewer, who uses 
this book frequently as a reference text, can only say 
that this is the one authoritative book on arthritis un- 
challenged by any other. The reviewer need say no 
more than advising that anyone dealing with the dis- 
eases of systemic origin should have this book on his 
book shelf for reference in the field of arthritis and 
allied diseases. 


The Principles and Practice of Chiropody 

By John H. Hanby, F.Ch.S., Guy’s Hospital and 

London Foot Hospital, and H. E. Walker, F.ChS., 

Superintendent, London Foot Hospital. Second Edi- 

tion. 424 pages. Baltimore: The Williams & Wilkins 

Company, 1960. Price $7.00. 

This is a small but comprehensive textbook by two 
British chiropodists. Diseases affecting the foot are 
discussed in detail in a language which is understand- 
able by nonmedical people. The early chapters deal 
with anatomic and functional aspects of the foot. 
Then each subject is reviewed in detail, including 
corns and calluses, foot strain, metatarsalgia, hallux 
valgus, and various disorders of the nails. Three chap- 
ters are included on basic medical and surgical diseases 
which can present with foot abnormalities. Detailed 
descriptions of antisepsis and minor surgical proced- 
ures are quite good. There are two excellent chapters 
on the theory and the technic of preventive padding 
of the foot to prevent further progression of foot 
disease after it has come under treatment. A final two 
sections treat various corrective types of footwear and 
the theory of their use. 

This little monograph furnishes the student of 
chiropody with enough information to help him treat 
those foot disorders which are within his jurisdiction, 
and recognize any foot diseases which should be re- 
ferred to the proper medical consultant. It also pro- 
vides an entirely adequate reference manual for any 
physicians who feel incompetent to minister to this 
often neglected but altogether too common group of 
ailments, 


Radiation Injury in Man 


By Eugene P. Cronkite, M.D., Head of Division of 

Experimental Pathology, Medical Research Center, 

Brookhaven National Laboratory, and Victor P. 

Bond, M.D., Head, Division of Microbiology, Medical 

Research Center, Brookhaven National Laboratory, 

Upton, N. Y. 194 pages. Springfield, Ill.: Charles C. 

Thomas, Publisher, 1960. Price $6.50. 

Drs. Cronkite and Bond of Brookhaven National 
Laboratory have attempted in this book to remove 
some of the “aura of mystery” from ionizing radiation 
and its biologic effects. The book is intended for 
practicing physicians, for teachers of science, for tech- 
nicians, medical and dental students, in short for those 
who are not physicists or mathematicians but who 
desire and have an obligation to know something of 
radiation effects on man. The authors in the intro- 
ductory chapter outline the reasons the reader needs 
to know the facts in today’s world about radiation in 
case there remains doubt in anyone’s mind. The strik- 
ing fact of 230,000 curies of radioactive materials 
shipped from Oak Ridge is an example of the ma- 
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terial in this chapter. The remainder of the book is a 
restrained, authoritative discussion of ionizing radi- 
ation, its interactions with matter, dosimetric consid- 
erations, the nature of radiation injury and its pre- 
vention and treatment, and the acute and long-term 
or delayed radiation syndromes. The value of the book 
is greatly enhanced by the ability of the authors to 
illuminate the subject without resort to page upon 
page of mathematical formulas. Their discussion ot 
the current controversy and facts regarding induction 
of tumors and genetic damage in humans is fair, and 
their conclusions should be applicable into the fore- 
seeable future. While newer information has become 
available since this volume went to press, it in no 
wise compromises the authors’ viewpoints regarding 
the effects of low doses of radiation. In this book a 
plea is made for the physician to recognize his obli- 
gation to be knowledgable concerning radiation effects 
on humans. The reviewer would like to echo the plea 
and to recommend this small volume as a painless, 
even pleasant way to achieve this goal. 


Textbook of Surgery 


By Loyal Davis, M.D., Chairman of the Department 

of Surgery, Northwestern University Medical School. 

1,551 pages. Philadelphia: W. B. Saunders Company, 

1960. 

This is a newly revised edition of a famous surgical 
textbook whose standing reputation makes any further 
attempts at praise seem superfluous. Its list of con- 
tributors includes renowned department chairmen of 
universities in every section of the country. “Surgery is 
the art of the application of anatomy, physiology, bac- 
teriology, pathology, biochemistry, pharmacology and 
other sciences to the best care of the patient” as Dr. 
Loyal Davis conceives it in the preface to the book. 
Each contributor adheres to this viewpoint in the 
presentations of the various subjects, integrating basic 
sciences with practical clinical medicine. Every sub- 
specialty is covered in the table of contents. 

This revision of the book maintains the high stan- 
dards of the previous editions and assures its position 


among the leading standard surgical textbooks of the 
world. 


Cardiac Resuscitation 


By J. Willis Hurst, M.D., Professor and Chairman 

of the Department of Medicine, Emory University 

School of Medicine, Atlanta. 141 pages. Springfield, 

Ill.: Charles C. Thomas, Publisher. Price $5.50. 

This is a collection of a group of discussions held 
in a symposium on cardiac resuscitation at Emory 
University School of Medicine in 1959. The subject is 
reviewed from several different standpoints, including 
a brief chapter on the physiology of oxygen depriva- 
tion, the roles played by the internist, the surgeon and 
the anesthesiologist in this area. An unusual feature 
is the inclusion of chapters by a minister and a law- 
yer on the implications of cardiac arrest in their re- 
spective fields. Especially noteworthy is a chapter by 
Dr. Paul M. Zoll on the use of the external pacemaker 
and defibrillator. 
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The book is not intended to be comprehensive but 
gives a succinct, convenient, quick summary of the 
problem as it stands today. 


The Kinetics of Cellular Proliferation 


Edited by Frederick Stohlman, Jr., M.D. Proceedings 
of a Conference held in January, 1959. 446 pages. 
New York: Grune & Stratton, Inc., 1959. Price $5.75, 


This book, edited by Frederick Stohlman, Jr., is the 
first exclusively devoted to the mechanism and control 
of production of the formed elements of the blood. 
While the title is a general one, “Cellular Prolifera- 
tion,” the specific in vivo studies of proliferation of 
cells deals with those cellular elements found in the 
blood. The probable reason for this parochial view is 
the relative ease of study afforded by the blood and 
blood-forming organs. In any event this in no way 
detracts from the book or limits its usefulness only to 
hematologists. 


The list of contributors is impressive. The scope of 
presentation is wide, ranging from a discussion of 
morphologic technics, including electron microscopy, 
DNA synthesis, stability, and degradation, through 
studies using DNA labels, erythropoesis and erythro- 
poetin and a final chapter on mathematical considera- 
tions in determining rates of proliferation in steady 
and nonsteady states. An outstanding feature of the 
book is the inclusion of discussions following presenta- 
tion of each of the papers which are free and illumi- 
nating. Evaluation of the results of research in each 
area is thereby available in a much more informal 
manner than is usual. Those who are not familiar with 
the various technics used or the manner of analysis of 
the data will find the discussions some of the most 
useful sections of the book. 

The book has realized its objective of making avail- 
able the newest information in a field burgeoning 
with new discoveries. Many of our old concepts are 
being shaken and this book points toward a new way 
of thinking quantitatively in areas of response to 
injuries and leukemia in humans. A final summing up 
in the book is excellent. 

This is not a book for the casual reader but for all 
interested in fundamental concepts of growth of cellu- 
lar populations and for those in the areas of hematol- 
ogy and cancer research it is a “must.” The book is 
beautifully and permanently bound, and well illus- 
trated. 


From Fish to Philosopher 


By Homer W. Smith. Supplement, 291 pages. Sum- 

mit, N. J.: Ciba Pharmaceutical Products, Inc., 1959. 

The biologic scientist who can relate his own field 
of interest to the remainder of scientific and cultural 
information about life is a master, indeed. Dr. Homer 
Smith has included in his “Cinerama of the Kidney” 2 
storehouse of facts and concepts ranging from arche- 
ologic data to the latest pharmacologic information on 
edema. The remarkable thing is that he always main- 
tains an interesting style, a surprising content, and 
each chapter is readily readable. The Ciba edition, now 
in paperback format, is recommended for science stu- 
dents whatever their age or field of interest. 


< 
> 
4 
= 
By: 


VOLUME 54 


widely used... 
widely useful... 
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PRO-BANTHINE? win DARTAL 


In Emotionally Based Smooth-Muscle Spasm 


The wide variation in severity of emotion- 
ally based gastrointestinal dysfunctions re- 
quires a wide range of therapeutic control. 
Pro-Banthine with Dartal combines, in a 
single tablet, both therapeutic activity and 
flexibility to relieve the psychic stress and 
the enteric distress of such dysfunctions. 
Clinical trials! demonstrate that Dartal 
may be used to treat successfully a wide 
range of emotional disturbances through 
simple adjustment of dosage. Similarly, the 
usual daily dosage of Pro-Banthine may be 
doubled or tripled without appreciably 
increasing the incidence or severity of 
secondary effects* and tablets of plain 
Pro-Banthine may be added to the anti- 
spasmodic-tranquilizing regimen of Pro- 
Banthine with Dartal when profound 
suppression of gastrointestinal hyperactivity 
is indicated. 
‘Combination of the outstanding anti- 


cholinergic, Pro-Banthine, with the well- 
tolerated tranquilizer, Dartal, provides the 
therapeutic reliability needed in the man- 
agement of emotionally influenced smooth- 
muscle spasm. 

specific clinical applications: Functional 
gastrointestinal disturbances, gastritis, pylo- 
rospasm, peptic ulcer, spastic colon (irritable 
bowel), biliary dyskinesia. 

dosage: One tablet three times daily. 
supply: Aqua-colored, compression -coated 
tablets containing 15 mg. of Pro-Banthine 
(brand of propantheline bromide) and 5 mg. 
of Dartal (brand of thiopropazate dihydro- 


chloride). 
1. Hock, C. W.: Treatment of Gastrointestinal Disorders with an 
Anticholinergic Tranquilizer Combination, J. M. A. Georgia 48:218 


(May) 1959. 2. Investigators’ Clinical Reports: Analysis of reports 
by 117 physicians in 500 patients. 3. Barowsky, H. ; Schwartz, S. A. “ 
and Lister, J.: Experience with Short-Term Int 
Therapy of Peptic Ulcer, Am. J. Gastroenterol. 27: 156 (Feb.) 1957. 


c. SEARLE « co. 


Research in the Service of Medicine 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 
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HOW MAY A PATIENT | ae 
BE REASSURED mH 
THAT REMOVAL 

OF HIS GALLBLADDER 

WILL NOT SERIOUSLY 

IMPAIR HIS DIGESTIVE 


ABILITY? 


He may be told that, among animals 
of similar dietary habits and digestive 
processes, some have a gallbladder 
and some do not. Among the 
herbivores, the cow and sheep have 

“one, the deer and horse do not; 
among the omnivores, the mouse 
has one but the rat does not. 


Source: Farris, J. M., and Smith, G. K.: 
M. Clin. North America 43:1133 (July) 1959. 


COMPANY, INC 
Elkhort Indiana 
Toronto Canada 
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STATEMENT OF DOSAGE AND PRECAU- 
TIONS AS SET FORTH IN THE BASIC 
PRODUCT LITERATURE 


PHYSICIAN 


DOSAGE (Tablets and Suspension) 

For severe infections: 

Adults: 4 tablets or 8 teaspoonfuls (2 Gm) initially followed by 
2 tablets or 4 teaspoonfuls (1 Gm) daily thereafter. 


Children: 
Body Weight 


Daily Dose Every 
24 Hours Thereafter 


Initial Dose 


1 tablet or \ tablet or 
2 teaspoonfuls 0.25 Gm 


0.5 Gm ' 1 teaspoonful 


20 Ibs 


2 tablets or 
4 teaspoonfuls 


1 tablet or 


40 Ibs 2 teaspoonfuls 


4 tablets or { 2 tablets or 
8 teaspoonfuls 4 teaspoonfuls 


2 Gm 


DOSAGE (Pediatric Drops) 

For moderate to severe infections: 2 drops (25 mg) per pound 
body weight followed by 1 drop (12.5 mg) per pound body 
weight daily thereafter. 


Continue therapy for 5 to 7 days or until patient is asympto 
matic for at least 48 hours. 


For mild infections: Less severe infections will usually respond 
to one-half the above dosage. 


Caution: The usual precautions in sulfonamide therapy should 
be observed, including the maintenance of an adequate fluid 
intake. In the event of headache, nausea, vomiting, urticaria, 
rash, fever or hematuria, the use of the drug should be discon 
tinued. When Madribon is used intermittently or for prolonged 
periods, blood counts should be performed to determine 
whether blood dyscrasias have occurred. The use of the drug 


should be stopped immediately if alterations in the hemato- 
poietic system are observed. Patients with impaired renal func- 
tion should be followed closely since renal impairment may 
cause excessive drug accumulation. Madribon should not be 
administered to patients with a history of adverse reactions to 
sulfonamide therapy. 


Madribon, like most sulfonamides and certain other drugs, is 
probably contraindicated in premature infants — and newborn 
infants for the first week of life — because of underdeveloped 
enzyme systems and immature liver and renal functions. 


Packages: Madribon Tablets: 0.5 Gm, double-scored, mono- 
grammed, gold colored — bottles of 30, 100, 250, and 1000. 
Madribon Suspension: 0.25 Gm/teasp. (5 cc), custard flavored 
— bottles of 4 oz and 16 oz. Madribon Pediatric Drops: 250 
mg/cc (20 drops) — 10-cc bottle with drop-dispensing tip. 


Which is ‘‘kind to the purse’ 


“Crash diets” and “food substitutes” may 
reduce weight dramatically, but the greatest 
need is physician supervision for the remolding 
of indulgent eating habits. 


Obedrin and the 60-10-70 Menu Plan pro- 
vide supportive medication and a balanced 
eating plan under your supervision. 


FORMULA: Tablets and Capsules 


Semoxydrine HCI 
(Methamphetamine HCl) 


Pentobarbital .... 20 mg. 
Ascorbic Acid .... 100 mg. 


5 mg. 


Thiamine Mononitrate . 0.5 mg. 
Riboflavin ...... 1 mg. 
Nicotinic Acid (Niacin) 5 mg. 


THE S.E. MASSENGILL COMPANY 
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‘cure...1 used a crash diet...lost five pounds 
and now I've gained it all back!” 


but bring weight down 
and keep down... 


and the GO-10-70 Menu Plan 


Obedrin and the 60-10-70 Menu Plan will help Calorie counting? 
you successfully treat patients who must reduce 


| excess pounds and maintain optimum weight. Not with the pinot pat ; a 
Obedrin aids in curbing abnormal food cravings and yet it assures balanced food intake 
| facilitates establishment of correct eating habits. with sufficient protein and roughage. 
mg. Dosage can be individualized so appetite will be de- 
| pressed at peak hunger periods. And Obedrin is the Write for 
mg. | _ Weal support with its 60-10-70 MENU PLANS, WEIGHT 
= § ° Methamphetamine — proved anorexigenic and CHARTS AND SAMPLES OF OBEDRIN. 
mg. | : agent to guard against 
mg. ¢ Vitamins B, and B, plus niacin—effective diet Tablets and capsules—bottles of 100, 
meg. | supplementation 500, and 1,000. 


¢ Ascorbic Acid—aid for mobilization of tissue fluids 


Bristol, Tennessee « New York « Kansas City « San Francisco 
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TWO REINS 
TO CHECK 


cause of its abilityt — 
produce effective re 


with minimum 
effects” 
Pein, B. T., ag 
State Journal of 


M 
53284851 (1957) 


A balanced and buffered formula 
providing effective bronchodilation, 
mucus-thinning and expectorant action. 
Contains aminophylline, ephedrine, 
potassium iodide, phenobarbital. 


RB ONE TABLET, 3 OR 4 TIMES DAILY 


wm. P. Poythress & Co., Inc. | 
ETHICAL PHARMACEUTICALS * RICHMOND 17, VIRGINIA nf 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


® nocumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


Om-2058 a WALLACE LABORATORIES / Cranbury, N. J : @TRADE-MARK 
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Nico-Metrazol 


the safe ergogenic agent 
»& 
a “phy? 


Whenever non-specific fatigue indicates the need for safe cerebral stimulation, 
Nico-Metrazol deserves a therapeutic trial. The gentle activation of the central nervous 
system and the increased rate of cerebral blood flow effected by Metrazol®, combined 
with increased peripheral blood flow induced by nicotinic acid, provide a “physiologic 
spark-plug” for renewed mental and physical vitality. Fatigue and listlessness are 
frequently replaced by a resurgence of energy and alertness. Chronically apathetic 
geriatric patients often show significant improvement on Nico-Metrazol therapy. 


Outstanding Safety: Nico-Metrazol is markedly free of undesirable systemic action. 
It causes neither hypertension nor postural hypotension. Nico-Metrazol has no adverse 
effect on liver or bone marrow functions. The vasodilating action of nicotinic acid 
produces a transient flush and is accompanied by a feeling of warmth and stimulation. 


Dosage: Initially, 2 Nico-Metrazol Tablets, or 2 teaspoonfuls of Nico-Metrazol Elixir, three or four 


times daily. For maintenance, after optimal results have been achieved, dosage may be reduced to 
1 Nico-Metrazol Tablet or 1 teaspoonful of Nico-Metrazol Elixir three times daily. 


Supply: Nico-Metrazol Tablets and Elixir—100 mg. Metrazol and 50 mg. nicotinic acid in each 
tablet or teaspoonful. 


For information on Vita-Metrazol and Metrazolt dosage forms, consult your current Physicians’ Desk Reference. 


KNOLL PHARMACEUTICAL COMPANY ~* oranGE, NEW JERSEY 
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heard, Doctor? 


Chymoral 


cuts healing time 
accidental trauma 


Whether the patient presents the simple edema 
and inflammation of a sprained ankle or the 
severe lacerations and bruising from a violent 
accident, immediate adjunctive use of Chymoral 
speeds resolution of traumatic manifestations. 
Chymoral modifies the inflammatory reaction to 
trauma, dissipates edema and blood extrava- 
sates, improves regional circulation, and thus 
aids the body's natural reparative activities. In 
other general practice areas, too, Chymoral cuts 
healing time. Excellent results have been achieved 
in acute sinusitis, bronchitis, bronchial asthma, 
emphysema, chronic pelvic inflammatory dis- 
ease, and acute thrombophlebitis.'> 


Controls inflammation, 
curtails swelling, curbs pain 
1. Beck, C., et al.: Clin. Med. 7:519, 1960. 2. Teitel, L. H., ef al.: Indust. Med. 29:150, 1960. 


3. Billow, B. W., et a/.: Southwestern Med. 41:286, 1960. 4. Clinical Reports to the Medi- 


cal Department, Armour Pharmaceutical Company, 1960. 5. Taub, S. J.: Clin. Med. 7: 
2575, 1960. 


© Jan. 1961, A.P. Co. 
ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS e Armour Means Protection 


CHYMORAL 


CHYMORAL 


Chymoral is an ORAL anti-inflammatory enzyme tablet spe- 
cifically formulated for intestinal absorption. Each tablet pro- 
vides ymatic activity, i to 50,000 Armour Units, 
supplied by a purified concentrate which has specific trypsin 
and chymotrypsin activity in a ratio of approximately six to 
one. ACTION: Reduces inflammation of all types; reduces and 
prevents edema except that of cardiac or renal origin; hastens 
absorption of blood and lymph extravasates; helps to liquefy 
thick tenacious mucous secretions; improves regional circula- 
tion; promotes healing; reduces pain. INDICATIONS: Chymoral 
is indicated in respiratory conditions such as asthma, bron- 
chitis, rhinitis, sinusitis; in accidental trauma to speed absorp- 
tion of hematoma, bruises, and contusions; in inflammatory 
dermatoses to ameliorate acute infi tion in juncti 
with standard therapies; in gynecologic conditions such as 
pelvic inflammatory disease and mastitis; in obstetrics as 
episiotomies and breast t; in surgical procedures 
as biopsies, hernia repairs, hemorrhoidectomies, mammec- 
tomies, phlebitis and thrombophlebitis; in genitourinary dis- 
orders as epididymitis, orchitis and prostatitis; in dental and 
oral surgery as fractures of the mandible or maxilla, difficult 
or multiple extractions, and alveolectomies. CONTRAINDICA- 
TIONS: None known. INCOMPATIBILITIES: None known. 
Antibiotics as well as generally accepted measures may be 
coadministered. SIDE EFFECTS: Mild gastric upsets, rarely 
encountered. DOSAGE: Recommended initial dose is two 
tablets q.i.d.; one tablet q.i.d. for maintenance. SUPPLIED: 
Bottles of 48 tablets. 


ORAL systemic anti- 
inflammatory enzyme tablet 
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CLASSIFIED ADVERTISEMENTS 


AVAILABLE IMMEDIATELY—In Texas; well- 
equipped, air-conditioned, modern building in expand- 
ing Gulf Coast area; retiring after many years practice; 
leaving wonderful opportunity for competent General 
Practitioner, Urologist or Internist. Contact: Wm. E. 
Marshall, M.D., P. O. Box 3150, Baytown, Texas. 


WANTED—Two Internists. Board certification or 
eligibility desirable but not essential. U. S. citizenship 
and licensure (any state) required. Some quarters 
available; physical plant one of finest in Nation. Con- 
tact: Manager, VA Center, Dublin, Georgia. 


FOR SALE—GE x-ray machine, 200 MA, 100 KVP, 
Manual tilt table, electric Buckey, fluoroscope, acces- 
sories. Location: South Carolina. Also: McKesson 
BMR machine with carriage. Contact GSC, c/o SMJ. 


WANTED—General Surgeon, Board certified or Board 
eligible. Prefer one competent in chest surgery. U. S. 
citizenship and licensure (any state) required. Some 
quarters available. Physical plant one of finest in 
Nation. Contact: Manager, VA Center, Dublin, 
Georgia. 


WANTED—General Practitioner or General Surgeon 
for Group Practice in Southern Clinic Industrial 
Medicine Division. Guaranteed salary, percentage ar- 


rangement and fringe benefits. Contact RR, c/o SMJ. 
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Continued from page 226 


The President of the University of Missouri has 
announced the appointment of Dr. William D. Mayer 
as Assistant Dean and Assistant Professor of Pathology, 
He will assume the position June 1, 1961. 


NORTH CAROLINA 


Dr. Paul Gross, Duke University scientist was named 
President-Elect of the American Association for the 
Advancement of Science recently. He will take office 
on January 15, 1962. 

Dr. Floyd W. Denny, Jr., was named head of the 
Department of Pediatrics of the University of North 
Carolina School of Medicine. 

New members of the Medical Society of the State 
of North Carolina are Dr. Pleasant Paul Deaton, 
Morganton; Dr. Dockery Durham Lewis, Statesville; 
Dr. Albert Hopkins Fink, Banner Elk; and Dr. John 
Ashley Goree, Durham. 

The Duke University Medical Center has announced 
three new appointments to the faculty in the Bio- 
chemistry Department. Dr. Charles Tanford is Profes- 
sor of Physical Biochemistry; Dr. Ralph E. Thiers is 
Associate Professor of Biochemistry and Associate Di- 
rector of Duke Hospital’s clinical chemistry laboratory; 
and Dr. Walter R. Guild is Associate Professor of 
Biophysics. 

Dr. Chauncey G. Bly has recently been appointed 


Continued on page 54 
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WICOZOL: CoM PLE=xX 


ORIGINAL FORMULA 


Ideal Now Geriateie Tonie Flemulant 


y NICOZOL COMPLEX im- 
proves mental and physical 
well-being. Improves pro- 
j tein and calcium metabo- 
lism. A preventive agent in 
common degenerative 
changes. 


DOSAGE: 1 toon nful (5 ¢c) 
NICOZOL COMPLEX elixir 3 
times a day, patna before 
meals. Female patients should 
follow each 21-day course with 
a 7-day rest interval. 


FORMULA: Each 15 cc (3 tea- 
spoonfuls) contains: Pentylene- 
tetrazol 150 mg., Niacin 75 mg. 
Methy! Testosterone 2.5 m mé.. 
Ethiny! Estradiol 0.02 mg., Thia- 
mine Hydrochloride 6 mg., Ribo- 
flavin 3 mg., Pyridoxine Hydro- 
chloride 6 mg., Vitamin B-12 2 
mcg., Folic Acid 0.33 mg., Pan- 
thenol 5 mg., Choline Bitartrate 
20 mg.. Inositol 15 mg., 1-Lysine 
Monohydrochloride i100 mé.. 
Vitamin E (a-Tocopherol Acetate 
3 mg., Iron (as Ferric Pyrophos- 
phate) 15 mg., Trace Minerals 
as: lodine 0.05 mg., Magnesium 
inc mg., 15% 


Write for samples and literature. 
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Give immediate relief from heartburn and gastric 
CAULDRON distress with Al-Caroid. The fine-particle dispersion : 

of balanced antacids in Al-Caroid quickly neutralizes ‘ 
BUBBLE excess gastric acid. The enzyme Caroid added to the 


Al-Caroid formula prevents interruption of protein di- 


G ASTRIC gestion. When antacids raise the pH of stomach contents 


pepsin is inactivated, but the enzyme Caroid contin- 


>|} TROUBLE AL-CAROID 


antacid powder or tablets 


American Ferment Division *« Breon Laboratories Inc., New York 18, New York 
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Continued from page 52 
Research Professor of Pathology at Bowman Gray 
School of Medicine of Wake Forest College. Another 
addition to the faculty is Dr. Warren N. Dannenburg, 
who is Research Assistant Professor of Biochemistry. 

Dr. Howard H. Bradshaw, Professor and Chairman 
of the Department of Surgery at the Bowman Gray 
School of Medicine, will serve on the National In- 
stitutes of Health’s Clinical Research Fellowships 
Review Panel for a four year term. 

Dr. Richard C. Proctor, Bowman Gray School of 
Medicine, has been re-elected Secretary-Treasurer of 
the Southern Psychiatric Association. 

Several North Carolina physicians were inducted 
recently as Fellows of the American College of Sur- 
geons. They are Dr. M. Harvey Rubin, Greensboro; 
Dr. W. Grimes Byerly, Jr., Hickory; Dr. Frederick P. 
Dale, Kinston; Dr. John C. Lawrence, Lumberton; Dr. 
Duwayne D. Gadd, Pinehurst; Dr. Warren J. Collins, 
Shelby; Dr. J. Ralph Dunn, Jr., Tarboro; Dr. Jesse 
H. Meredith, Winston-Salem; Dr. Jack Powell, Ashc- 
ville; Dr. John E. Way, Beaufort; Dr. Donald W. 
Robinson, Camp Lejeune; Drs. Benjamin H. Flowe 
and Edwin M. Tomlin, Concord; Drs. Victor A. Poli- 
tano and W. Glenn Young, Jr., Durham; and Dr. 
Crowell T. Daniel, Jr., Fayetteville. 


SOUTH CAROLINA 


Dr. William W. Pryor, Greenville, is the new Pres- 
ident of the Greenville County Heart Council. 
Dr. Kenneth M. Lynch, Jr., Professor of Urology 
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at the Medical College of South Carolina, is the new 
President of the South Carolina Chapter of the Amer- 
ican College of Surgeons. Dr. William Cantey, Colum- 
bia, was elected Vice-President and Dr. Randy Brad- 
ham, Charleston, Secretary- Treasurer. 

New officers of the South Carolina Obstetrical and 
Gynecological Society were recently installed. They 
are Dr. Rowland F. Zeigler, Florence, President; Dr, 
James M. Wilson, Charleston, President-Elect; and 
Dr. John Richard Sosnowski, Charleston, Secretary- 
‘Treasurer. 

Dr. Angus Hinson, Rock Hill, has been chosen to 
represent the field of general surgery on the Medical 
Advisory Committee of the State Vocational Re- 
habilitation Department. 

New President of the Greenwood County Medical 
Society is Dr. F. C. McLane, Ware Shoals. Dr. R. M. 
Christian, Greenwood, was elected to serve with him 
as Vice-President. 

Dr. George G. Durst, Sullivan’s Island, has been 
elected President-Elect of the Clemson Alumni As- 
sociation. 

Dr. Robert E. McCall has joined the staff of the 
Columbia VA Hospital. 

New Fellows of the American College of Surgeons 
include: Dr. Thomas F. Stanfield, Anderson; Dr. 
William T. Lineberry, Jr., USN, Beaufort; Drs. Daniel 
W. Boone, Jr., USN, Henry R. Ennis, USN, and 
Carter P. Maguire, Charleston; Dr. Stanley C. Baker, 
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New Concepts of 
OPTIMAL NUTRITION during 
THE SECOND FORTY YEARS 


Optimal nutrition at all ages is promoted excel- 
lently by routine use of VITA-FOOD Brewers’ 
Yeast—“an excellent source of protein of high 
biologic value and of the vitamins of the 
B complex.” 

Eminently valuable too are its unsurpassed 
digestability, its content of minerals and lipo- 
tropic factors, its virtually ideal nutritional 
balance—for normal CO-ACTION of essential 
nutrients, a synergism indispensable to endur- 
ing vigor. 

VITA-FOOD Brewers’ Yeast is authoritatively 
attested to be most useful for older patients—in 
whom the extreme SUBTLETY of cumulative 
nutritional insults is fostered by TIME, which 
may bring increased demands for proteins and 
vitamins. 

For prevention and in dietotherapy of many 
disorders throughout THE SECOND FORTY 
YEARS, prescribed as a routine supplement. 


VITA-FOOD 


Brewers’ Yeast 


PRED—KAM 


(Buffered Prednisolone) 
Adrenal Gluco-Corticoid for 


@ Rheumatoid Arthritis 
e Addison’s Disease 
® Collagen Diseases 
@ Bronchial Asthma 
Certain Dermatoses 


e Ocular Inflammations 


FIRST TEXAS Pharmaceuticals, Inc. 


Pharmaceuticals Since 1901 


DALLAS ATLANTA 
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What’s she doing that’s of medical interest? 


She’s drinking a glass of pure Florida orange juice. And 
that’s important to her physician for several reasons. 

How your patients obtain their vitamins or any of 
the other nutrients found in citrus fruits is of great 
medical interest — considering the fact there are so 
many wrong ways of doing it, so many substitutes and 
imitations for the real thing. 

Actually, there’s no better way for this young lady 
to obtain her vitamin C than by doing just what she is 
doing, for there’s no better source than oranges and 
grapefruit ripened in the Florida sunshine. There’s no 
substitute for the result of nature’s own mysterious 
chemistry, flourishing in the warmth of this luxurious 
peninsula. 


An obvious truth, you might say, but not so obvious 
to the parents of many teen-agers. 

We know that a tall glass of orange juice is just 
about the best thing they can reach for when they raid 
the refrigerator. We also know that if you encourage 
this refreshing and healthful habit, you'll be helping 
patients to the finest between-meals drink there is. 

Nothing has ever matched the quality of Florida 
citrus — watched over as it is by a State Commission 
that enforces the world’s highest standards for quality 
in fresh, frozen, canned or cartoned citrus fruits and 
juices. 

That’s why the young lady’s activities are of medical 
interest. 


© Florida Citrus Commission, Lakeland, Florida 
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of 
nose drops 


In Nasal Decongestant Therapy 
when effective shrinkage 
is desired in treating 
Colds @ Sinusitis 
Allergic Rhinitis 


© Rapid and prolonged action 
© Small dosage—well tolerated 
© Physiological rationale 


Prescribed by 
pbysicians for 


Contains: over 25 years, 
Phenylephrine Hydrochloride 0.15%, 
‘Propadrine’ Hydrochloride ..... 0.3% 


In an Isotonic Saline Menstruum. 


RHINOPTO COMPANY 3905 Cedar Springs e Dallas, Texas 
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Jr., Greenwood; Dr. Richard C. Horger, Orangeburg; 
and Dr. Belton J. Workman, Jr., Woodruff. 


TENNESSEE 


Dr. Cleo M. Miller, Nashville, is the new President 
of Vols, Inc., fan-owned baseball team in the Southern 
Association. 

New officers of the Tennessee Academy of General 
Practice were recently installed. They are: Dr. John 
L. Armstrong, Somerville, President; Dr. Wm. A. 
Hensley, Jr., Cookeville, President-Elect; Dr. John T, 
Carter, Germantown, Vice-President; and Dr. W. W. 
Wilson, Old Hickory, Secretary-Treasurer. The Acad- 
emy also named Dr. Harmon L. Monroe, Erwin, GP 
of the Year. 

Dr. Lawrence D. Amick has joined the staff of the 
University of Tennessee College of Medicine as As- 
sociate Professor of Physical Medicine and Rehabilita- 
tion. 

Dr. John W. Runyan has been elected Director of 
Medical Clinics at University of Tennessee College 
of Medicine. 

Dr. L. M. Graves, Memphis, has been elected by 
the Directors of the Tennessee Division of the Ameri- 
can Cancer Society as Vice-President for the West 
Tennessee region. 

Medical officers of the Le Bonheur Children’s Hos- 
pital in Memphis have been elected. They are Dr. 
James N. Netteldorf, President and Chief of Staff; 
Dr. W. Price Stepp, Vice-President; Dr. S. H. Turn- 
bull, Secretary; Dr. Earl L. Wrenn, Jr., Chief of Sur- 
gery; and Dr. C. H. Householder, Chief of Medicine. 


Dr. Jack Chesney, Knoxville, recently took office 
as President of the Knoxville Academy of Medicine. 
Dr. Dewey Peters, also of Knoxville, is President-Elect. 

Dr. Alfred D. Mason, Memphis, elected President 
of the Southeastern Section, American Urological As- 
sociation, will be installed in March. 

The new President of the Upper Cumberland 
Mental Health Association is Dr. C. B. Roberts, Sparta. 

Dr. W. R. Bishop, Chattanooga, was elected to the 
Executive Council of the Association of Life In- 
surance Medical Directors of America. 

Dr. James D. Lane, Lafayette, has joined the staff 
of the Smith-Chitwood Hospital. 

The Knox County Unit of the American Cancer 
Society presented a Distinguished Service Award of 
Merit to Dr. Victor H. Klein, Jr., Knoxville. 

Dr. Harry A. Stone, Chattanooga, is a new member 
of the Board of Directors of the Hamilton County 
Unit of the American Cancer Society. 

Physicians recently licensed in Tennessee are Dr. 
Robert W. Youngblood, Fred W. Byden, Charles W. 
Logan, Larry E. Douglass, George N. Austin, and 
Frank A. Loda, Jr., all of Nashville; Drs. Clifford F. 
Kerby, Max Foner, and Varna M. P. Love, Memphis; 
Drs. Thomas L. Buttram and Clarence B. C. Marsh, 
Chattanooga; Dr. Theodore G. Smith, Murfreesboro; 
Dr. Robert H. Bossert, Cleveland; Dr. James R. Mc 
Kinney, Morristown; Dr. Edward M. Schaeffer, Iowa 


Continued on page 66 
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WHY IS DIFFUSION IMPORTANT? 


Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dual protection. Its four 
spermicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — 

minutes — a decisive measure in conception control. 


In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 


Supplied: Lanesta Exquiset® . 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by. Esta Medical Laboratories, Inc., Alliance, Ohio, Distributed by GEORGE A. BREON & Co., New York 18, N. Y. oy 


of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 

Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 


Gel 


. with diaphragm of prescribed size and type; universal introducer; 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 
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as powerful as the narcotics 


in cough suppression... 
but much longer acting 


NON-NARCOTIC 


Chlophediano!l HCI 


SYRUP 


one teaspoonful affords ULO maintains its maximal cough-suppressant 
4 to 8 hours’ freedom &ffect undiminished for 4 to 8 hours, thus calling 


for fewer daytime doses and usually providing free- 
i 
dom from cough distress through the night. 


notable safety There are no known contraindications. Free from 
the undesirable side actions of narcotics. Side effects 
such as nausea and transient dizziness occur 
infrequently. 


extensive clinical Used in thousands of patients with acute cough 
experience {rom any cause, ULO has proved as effective as 
narcotics but superior to them in duration of action. 


Write for Physicians’ Reference Brochure with full 
bibliography. 
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Northridge, California 
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Introducing new therapy for 


anc 


cong 


lowers blood pressure 
drains excess water 
calms apprehension 


Now the most widely prescribed 
diuretic-antihypertensive, hydro- 
chlorothiazide, is combined with 
the most widely prescribed tran- 
quilizer, meprobamate. It is called 
““Miluretic’’, and constitutes new 
therapy for hypertension and con- 
gestive failure — especially when 
emotional factors complicate 
treatment. 


What does Miluretic do? Both 


components are of proven value in 


the management of hypertension. In 
congestive failure, Miluretic pro- 
vides smooth, continuous diuresis. 
But Miluretic’s biggest advantage 
is that it tranquilizes hypertensive 
and edematous patients safely and 
quickly—a boon to the physician 
whose patients’ emotional reaction 
to their condition complicates 
therapy. Unlike Rauwolfia com- 
pounds, Miluretic does not cause 
depression or nasal congestion. 


Miluretic’ 


as MILTOWN® + HYDROCHLOROTHIAZIDE 


Composition: 200 mg. Miltown (meprobamate, Wallace) 
full + 25 mg. hydrochlorothiazide 


Dosage: For hypertension, | tablet four times a day. For 
congestive failure, 2 tablets four times a day. 


Supplied: Bottles of 50 white, scored tablets 


Available at all pharmacies 
Write for samples and complete literature to 


*Trade-mark WALLACE LABORATORIES / Cranbury, N. J. 
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in female urethritis referred pain 
complicates diagnosis 


Pain in the groin, suprapubic re- 
gion, thighs and lower back is often 
caused by urethritis but, as a result 

>» of negative urinary findings, is at- 
tributed to other organs. Direct 
examination of the urethra helps 
localize the origin of referred pain, 
evidence of urethral inflammation. 
calling for local therapy. 


Younger women with bacterial 
urethritis respond to the antibacte- 
rial, anesthetic and dilating effects 
of FURACIN Inserts (formerly FuR- 
ACIN Urethral Suppositories) con- 
taining nitrofurazone 0.2% and the 
local anesthetic diperodon-HCl] 2% 
in a water-dispersible base. Each 
suppository hermetically sealed in 
silver foil, box of 12. 


Older women respond to the es- 
trogenic, antibacterial, anesthetic 
and dilating effects of FURESTROL 
Suppositories containing, in addi- 
tion to nitrofurazone and diperodon 
*HCl, diethylstilbestrol0.0077% (0.1 
mg.) which corrects postmeno- 
pausal urethritis at the cellular lev- 
el. Each suppository hermetically 
sealed in orchid foil, box of 12. 


FURACIN’® INSERTS and 


brand of nitrofurazone 


FURESTROL* SUPPOSITORIES 
alleviate pain—simplify treatment 


EATON LABORATORIES, NORWICH, NEW YORK 
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Giinically Proven Results ..controls infection /reduces exudation /stops pruritus/relieves pain/does not distort otic land- 
marks /physiologic pH/virtually nonsensitizing and nonirritating. FORMULA: Neomycin (from sulfate), 3.5 mq., and sodium propionate, 
50 mg. percc. Available in 15 cc. dropper bottles 


AND CHRONIC 
OTITIS MEDIA ™ 


TORY/Antibiotic/Antifungal EAR DROPS 


Effective relief in 82% of 3334 cases” Sterile Otic Drops—ideal ™ mulammation is present. Provides the same 
“outstanding clinical benefits of Otobiotic, plus prednisolone for ant Mlammatory effectiveness. FORMULA: Prednisolone 
8 apelate 5 mg. neomycin (from sulfate), 3.9 mg. and sodium propionate, 50 mg. per cc. Available in 5 cc. bottles with “steri-sealed” dropper: 
os “Case reports on file. White Laboratories. 


YOUR ALLERGIC PATIENT REMAINS 


Z 
OTITIS EXTS : 
RONGTABS. (Susta ‘otien Tablets) ng, 100. TARL! 
RK \ \ \ 60 mg Available in bottles of 100 scored tablet 
LABORATORIES, INC./ Kenilworth, New Jersey 
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for one thing 


THE SUPERIOR SYSTEMIC ANTI-INFLAMMATORY ENZYME 


to control inflammation, swelling 
and pain in ACCIDENTAL TRAUMA 
and general surgery" 


In a study of 491 cases that included 47 fractures, 
45 tonsillectomies, 61 herniotomies and 31 cyst re- 
movals, it was concluded that: ‘chymotrypsin re- 
duces or prevents traumatic and surgical edema 
and hematoma, accelerates absorption of blood and 
lymph effusions, reduces pain, promotes wound- 
healing, and may enhance or augment the action 


of antibiotics. 


: route to 
1. Cigarroa,.LG.: J. Internat. Coll. Surgeons 34:442, fast 

1960. 2. Teitel, L. H., et a/.: Indust. Med. 29:150, aap! 
1960. 3. Billow, B. W., et a/.: Southwestern Med. healing at 
41:286, 1960. any location 


© January 1961, A. P. Co. 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS * Armour Means Protection 


CHYMAR 


Chymar Aqueous and Chymar (in oil) contain chymotrypsin, @ 
proteolytic enzyme with systemic anti-inflammatory and antiede- 
matous properties. ACTION: Reduces inflammation of all types; 
reduces and prevents edema except that of cardiac or renalorigin; 
hastens absorption of blood and lymph extravasates; restores local 
circulation; promotes healing: reduces pain. INDICATIONS: 
Chymar is indicated in respiratory conditions to liquefy thickened 
secretions and suppress inflammation of mucosa and bronchiolar 
tissue; in accidental trauma to speed reduction of hematoma and 
edema; in inflammatory dermatoses to i acute inflam- 
mation in conjunction with standard therapies; in gyn ic 
conditions to suppress inflammation and edema and stimulate 
healing; in surgical procedures to minimize surgical trauma with 
inflammation and swelling; in genito-urinary disorders to reduce 
pain and promote faster resolution; in ophthalmic and otorhinol- 
aryngic conditions to lessen hematoma, edema and inflammatory 
changes; in dental procedures to lessen pain and gum tissue 
trauma, with inflammation and swelling, in reaction to extractions 
or surgery. PRECAUTIONS: Chymar and Chymar Aqueous are for 
intramuscular injection only. Although sensitivity to chymotrypsin 
is allergic or 1 reactions may occur as with 
any foreign protein. The usual remedial agents should be readily 
available in case of untoward reaction. Precautions (scratch test- 
ing for Chymar, scratch or intradermal testing for Chymar Aqueous) 
should be exercised in those patients with known or suspected 
allergies or sensitivities. DOSAGE: 0.5 cc. to 1.0 cc. deep intra- 
muscularly once or twice daily, depending on severity of condition. 
Decrease frequency as course of condition is altered. In chronic 
or recurrent conditions, 0.5 cc. to 1.0 cc. once or twice weekly. 
SUPPLIED: 5 cc. vials, 5000 Armour Units of proteolytic activity 
per cc. 
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DIMETANE EX 
Codeine Phosphate 10 mg. 
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® 


Dimetane Expectorant with Codeine Phosphate A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
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“just right” relief from pain 
...0e it subtle or severe 


The need for relief of suffering can be met effi- 
ciently and with a high degree of safety with 
the ‘Empirin’ family of analgesics...carefully 
graded to give the proper degree of analgesia 
for each degree of pain. 


‘TABLOID’ 

‘EMPIRIN’ COMPOUND 
Acetophenetidin .... ... gr. 24 
Acetylsalicylic Acid ..... gr. 342 

‘TABLOID’ 


‘EMPIRIN’ COMPOUND 


WITH 


CODEINE PHOSPHATE 


CODEINE PHOSPHATE — gr. % ] 
CODEINE PHOSPHATE — gr. %NQ. 2 
CODEINE PHOSPHATE — gr. %NQ. 3 


CODEINE PHOSPHATE — gr. 1 4 


*Subject to Federal Narcotic Regulations. 
Available on oral prescription where 


te state law permits. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 
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When 
blood 
pressure 
must 
come down 


AS IN THIS CASE:' 
Fundus of 62-year-old 
female who has had 
severe hypertension for 
many years. Photo shows ef- 
fect of pressure at a-v crossings 
and various types of hemorrhage. 
= When you see eyeground changes like 

this — with such hypertensive symptoms as 
dizziness and headache—your patient is a can- 
didate for Serpasil-Apresoline. With this com- 
bination the antihypertensive action of Serpasil 
complements that of Apresoline to bring blood 
pressure down to near-normal levels in many 
cases. Side effects can be reduced to a mini- 
mum, since Apresoline is effective in lower 


dosage when given 
with Serpasil. 
= ‘‘Hydralazine [Apres- 
oline] in daily doses of 
300 mg. or less, when com- 
bined with reserpine, produced 
a significant hypotensive effect in 
a large majority of our patients with fixed 
hypertension of over three years’ duration.’’? 


Complete information sent on request. 


supp.iep: Tablets #2 (standard-strength), each containing 
0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
Tablets #1 (half-strength), each containing 0.1 mg. Ser- 
pasil and 25 mg. Apresoline hydrochloride. / 2832 MK 
1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 
2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., 
and Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


Serpasil-Apresoline 


hydrochloride 


(reserpine and hydralazine hydrochloride cisa) 


A 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis anc 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturl- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcobolic 
problems.) 


Dr. JAMES ASA SHIELD Dr. WEIR M. Tucker 


Dr. GeorceE S. Futtz, Jr. Dr. AMELIA G. Woon 
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Continued from page 56 
City; and Dr, Clarence M. Johnson, Athens, Georgia. 
Dr. Ralph O. Rychener, Memphis, has been elected 
President of the National Medical Foundation for 


Eye Care. 
TEXAS 


The Scott and White Clinic will hold its ninth 
annual Postgraduate Conference in Medicine and 
Surgery in Temple, Texas, March 5-7, 1961. Practical 
aspects of medicine and surgery will be presented 
through clinics and open discussions. Registration fee 
is $25.00. For further information write Mrs. Judy 
Ingram, Scott and White Clinic, Temple, Texas. 

Dr. Henry R. Hoskins, San Antonio, is the new 
First Vice-President of the Southern Chapter of the 
American College of Chest Physicians. 

Dr. Merle D. Thomas, El Paso, has been chosen 
Secretary-Treasurer of the Southwestern Medical As- 
sociation. Serving on the Executive Committee will be 
Drs. Russell L. Deter and Louis Breck, El Paso. 

The American Society of Plastic and Reconstructive 
Surgery has named Dr. Charles W. Tennison, San 
Antonio, as its President-Elect. 

At a recent meeting of the Hospitals-Insurance- 
Physicians Joint Advisory Committee of Texas, Dr. 
C. D. Bussey, Dallas, was elected Vice-President. 


VIRGINIA 


All officers of the Virginia Chapter of the American 
College of Chest Physicians were re-elected for a 


Continued on page 70 


Appalar hian fiall ” Asheville, North Carolina 


ESTABLISHED 1916 


lescence, drug and alcohol habituation. 
Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 


Ws. Ray GriFFin, Jr., M.D. Mark A. GrirFin, M.D. 
Rosert A. GrirFin, M.D. Mark A. GriFFin, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, Asuevi1te, N. C. 
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PROFESSIONAL MEN 


BEECHCRAFT BEECHCRAFT 
BONANZA DEBONAIR 


Choice of Models and Colors in Stock for Immediate Delivery 


For Descriptive Brochure Write or Call 


HAL SPRAGINS, III, Atlanta) WILLIAM C. SHILLINGLAW, Charlotte 
ROBERT J. McCREARY, Greenville 


Southern Airways Company 


ATLANTA AIRPORT 


ATLANTA, GEORGIA TEL. POplar 7-3766 
Charlotte, N. C., Tel. FRanklin 6-7150 Birmingham, Ala., Tel. F Airfax 2-0502 
Tampa, Fla., Tel. 2-3363 Orlando, Fla., Tel. CHerry 1-1585 


Greenville, S. C., Tel. CEdar 9-8032 


SUPER 18 TWIN.BONANZA BONANZA TRAVEL AIR 


MAIL THIS COUPON TODAY ————————— — — — — — — — — 


PLEASE SEND BROCHURE ON: (] BEECHCRAFT BONANZA 
[] BEECHCRAFT DEBONAIR 
NAME 
FIRM__ 
STREET ADDRESS ] 
CITY STATE | 
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your 
low-back patient 
back on the 
payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
him back to his normal activity— 
and fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 


your patient is soon restored to full activity—often 
in days instead of weeks. 


wf (carisoprodol, Wallace) _ Soma is notably safe. Side effects are rare. Drow- 
«7 Wallace Laboratories, Cranbury, New Jersey siness may occur, but usually only in higher dosages 
ee is available in 350 mg. tablets. USUAL DOSAGE: 

TABLET Q.I.D. 


Oe The muscle relaxant with an independent pain-relieving 
= 
— = 
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CAUTION: Federal faw prohibits 
Gespensing without preseription. 


Merck Sharp & Dohme 
Division of Merck & Co.,. 
Philadeiphis, Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN-rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 

SULFASUXIDINE® (succinylsulfathiazole)—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


&D MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


AND SUL ARE TRADEMARKS OF MERCK & CO., INC. 
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Continued from page 66 
second term. They are Dr. Charles G. Pearson, Char- 
lottesville, President; Dr. G. E. Ewart, Richmond, 
Vice-President; and Dr. C. C. Smith, Catawba, Secre- 
tary-Treasurer. 

Dr. James M. Moss, Alexandria, was elected Chair- 
man of the Virginia Section of the American College 
of Physicians. Dr. William H. Harris, Richmond, was 
re-elected Secretary-Treasurer. 

At a recent meeting of the Virginia Obstetrical and 
Gynecological Society the following officers were 
elected: Dr. P. Harrison Picot, Alexandria, President; 
Dr. A. Tyree Finch, Farmville, President-Elect; Dr. 
W. Norman Thornton, Jr., Charlottesville, Vice-Presi- 
dent; and Dr. Brock D. Jones, Jr., Norfolk, Secretary- 
Treasurer. 

Dr. Philip Trout, Roanoke, is President of the 
Virginia Orthopedic Society for 1961. Officers elected 
to serve with him are Dr. Louis Ripley, Roanoke, 
President-Elect; and Dr. Earnest B. Carpenter, Rich- 
mond, Secretary-Treasurer. 

The Mid-Tidewater Medical Society has elected Dr. 
S. R. Ransome, Mathews, President; Dr. M. H. Harris, 
West Point, Secretary; and Dr. W. H. Hosfield, West 
Point, Treasurer. 

Dr. Hugh Trout, Roanoke, was installed as Presi- 
dent of the Roanoke Academy of Medicine. Other 
officers were Dr. J. Lawson Cabaniss, President-Elect; 
Dr. Wade H. Saunders, Vice-President; and Dr. 
Walter S. Johnson, Secretary-Treasurer. 


FEBRUARY 1961 


New members of the Medical Society of Virginia 
are Drs. Charles Lee Ferguson, Edward Sidney Hunter, 
Jr., and James Oliver Willie, Norfolk; Drs. Philip 
Frederick, Jr., Panos M. loakimidis, Fletcher Bailey 
Owen, Jr., Harry Shepard Rowland, Jr., and Antonio 
Gomez Velo, Richmond; Drs. William Bryant Pollard, 
and William Allen Scoggin, Charlottesville; and Dr. 
Lloyd Tayloe Griffith, Mt. Holly. 

The Charlottesville Exchange Club has awarded 
its “Golden Deeds Award” to Dr. Montie L. Rea, 
Charlottesville. The award is for outstanding con- 
tributions through good deeds and community service. 

Dr. Russell V. Buxton, Newport News, is the new 
President of the Peninsula Unit of the American 
Cancer Society. 

New Fellows of the American College of Surgeons 
from Virginia are Drs. J. Hamilton Allan, Robert G. 
Kindred, Cary N. Moon, Jr., and Albert J. Paquin, 
Charlottesville; Dr. Allan Hall, Annandale; Dr. Murdo 
M. Mackay, Clifton Forge; Dr. Garrett M. Swain, Falls 
Church; Dr. Harry M. Henderson, Jr., Ft. Belvoir; 
Dr. Thomas W. Sale, Hampton; Dr. William W. Old 
III, Lexington; Dr. Richard N. deNiord, Jr., Lynch- 
burg; Dr. Benjamin S. Perkins, Marion; Dr. Jack A. 
Lawson, Newport News; Drs. Oswald W. Hoffler and 
Levi Old, Jr., Norfolk; Drs. Virgil A. Beuerman and 
Philip O. Geib, Portsmouth; Drs. James W. Brooks 
and Yale H. Zimberg, Richmond; Dr. Lee W. Shaffer, 
Roanoke; Dr. Wirt L. Davis, South Hill; and Dr. 
Carrington Harrison, Winchester. 


Continued on page 72 
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HILL CREST SANITARIUM 


Established in 1925 
FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 
Out-Patient Clinic and Offices 
James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. . Phone WO 1-1151 and WO 1-1152 
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Fostex’ 
: e __ treats their 
: 

: ® while they 

wash ¢% 


degreases the skin helps remove blackheads dries and peels the skin 


completely emulsifies penetrates and softens come- removes papule coverings and 
and washes off excess dones, unblocks pores and facil- permits drainage of sebaceous 
oil from the skin. itates removal of sebum plugs. glands. 


Patients like Fostex because it is so easy to use. They simply wash acne skin 2 to 4times 
a day with Fostex Cream or Fostex Cake, instead of using soap. 

Fostex contains Sebulytic®,* a combination of surface-active wetting agents with remark- 
able antiseborrheic, keratolytic and antibacterial actions...enhanced by sulfur 2%, 
salicylic acid 2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms— 


Ss G FOSTEX CREAM, in 4.5 oz. jars. 


FOSTEX CAKE, in bar form. 


Fostex Cream and Fostex Cake are inter- 
changeable for therapeutic washing of the skin. 
Fostex Cream is approximately twice as drying 
as Fostex Cake. 


Fostex Cream is also used as a therapeutic 
shampoo in dandruff and oily scalp. 


Write for samples. 


152 WESTWOOD PHARMACEUTICALS « Buffalo 13, New York 
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Continued from page 70 


Dr. J. Marshall Winkfield, Stasburg, has been ap- 
pointed to the School Trustee Electoral Board of 
Shenandoah County. 


WEST VIRGINIA 


Dr. Kathryn A. Rainbow, Lakin, has been promoted 
to Superintendent of Lakin State Hospital. 

Governor Cecil H. Underwood has named Dr. Pat 
A. Tuckwiler, Charleston, as a member of the State 
Advisory Board to the Department of Public As- 
sistance. 

The West Virginia Radiological Society has elected 
two new officers and re-elected one. Dr. Andrew K. 
Butler, Wheeling, is the new President; and Dr. 
Hubert A. Shaffer, Morgantown, is Vice-President. 
Dr. Karl J. Myers, Philippi, was re-elected Secretary- 
Treasurer. 

Two physicians have been re-elected to State Legis- 
lature. Dr. Ward Wylie, Mullens, a member of the 
Senate, began his four year term Jan. 1, 1961. Dr. 
Thomas G. Matney, Peterstown, a member of the 
House of Delegates from Monroe County, will serve 
another two year term. 


Two new members of the West Virginia State Medi- 
cal Association are Dr. Irvin S. Perry, Charleston, and 
Dr. E. Walter Rice, Martinsburg. 

During the annual meeting of the Academy of 
Psychosomatic Medicine, Dr. Max Koenigsberg, 


FEBRUARY 1961] 


Charleston, was elected to the Executive Committee, 


President of the West Virginia School of Medicine, 
Elvis J. Stahr, Jr., has announced the appointment 
of Dr. Rex B. Conn, as Assistant Professor of Medicine 
in charge of the Division of Laboratory Medicine. 
President Stahr also announced the appointment of 
Dr. Robert R. Trotter as Clinical Associate Professor 
of Surgery and Chairman of the Division of Oph- 
thalmology. 

Dr. Nicholas W. Fugo, Professor and Chairman of 
the Department of Obstetrics and Gynecology at West 
Virginia University School of Medicine, has recently 
been appointed to the National Institutes of Health’s 
Pharmacology and Endocrinology Fellowships Review 
Panel. 

Dr. William E. Christie, Jr., and Dr. Melvin C, 
Reinhard, Elkins, became members of the Barbour- 
Randolph-Tucker Medical Society. 

Members of the Cabel County Medical Society 
named Dr. James A. Heckman, Huntington, as Presi- 
dent-Elect of the Society. Other officers elected were 
Dr. Jack Leckie, Vice-President; Dr. W. L. Neal, Sec- 
retary; and Dr. C. H. Boso, Treasurer. All are Hunt- 
ington physicians. 

Dr. D. Franklin Milam, West Virginia University 
School of Medicine, has transferred his membership 
from Kanawha Medical Society to the Monongalia 
County Medical Society. 

The Ohio County Medical Society installed Dr. S. 
S. Bobes, Wheeling, as its new President. 


BRAWNER’S 


Jas. N. Brawner, Jr., M.D. 
Medical Director 


SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Phone HEmlock 5-4486 


ALBERT F. BRAWNER, M.D. 
Associate Director 
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V-CILLIN K 


(penicillin V potassium, Lilly) 


intense antibacterial activity 

V-Cillin K produces greater anti- 
bacterial activity in the serum 
against the common pathogens 
than any other oral penicillin.'-3 


unsurpassed safety 


No form of penicillin has been 
shown to be less allergenic or less 
toxic than V-Cillin K.45 


proved clinical effectiveness 


Documented experience with 
penicillin V and potassium peni- 
cillin V reveals the clinical excel- 
lence of V-Cillin K. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


133216 


Now at lower cost to 
your patient 


Prescribe V-Cillin K, in scored 
tablets of 125 and 250 mg., or 
V-Cillin K, Pediatric, in 40 and 
80-cc. bottles. 
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Cartoon idea by pharmacist Emil Magdalener 


Many of you may have seen a recent 
cartoon depicting a midnight scene in 
front of a pharmacy. A woman is pound- 
ing on the door and the pharmacist ts 
leaning out the window of his apart- 
ment over the store. “Open up,” shouts 
the woman. “My husband is sick and 
I need a stamp so I can send this pre- 
scription to the mail order house.” 


drug that always fails 
the drug that isn’t there 


Far-fetcned? Perhaps, but there are those who would have us 
believe that our present system of drug distribution is inefficient 
and costly, and should be replaced by presumably more efficient 
and cheaper centralized or bureaucratic methods. Disregarding 
the probable political philosophy behind these suggestions, con- 
sider what a marvelously intricate and efficient system of drug 
distribution we have in this country. e From the laboratories 
of the manufacturers comes a steady stream of new and better 
drugs for your patients. Warehoused and stocked by drug whole- 
salers, these products are available in over 53,000 pharmacies 
scattered across the length and breadth of our land. And woe to 
the pharmacist who hasn’t been provided with yesterday's 
laboratory discovery for your use in treating a patient today. e 
The economists speak of “‘utility of time” and “utility of place.” 
We simply say that you can confidently esr yu 
prescribe what you choose, when it 1s _ profession. For additional information, pleat 


write Pharmaceutical Manufacturers Associa-, 


needed, wherever your patient may be. tion, K sireet, N.W., Washington 5, DA 
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